Idaho Medicaid
Fee Schedule

Procedure
Code

0001
0002
0003
0009
0010
0011
0012
0013
0014
0015
0016
0017
0018
0021
0022
0023
0024
0025
0028
0029
0031
0032
0033
0034
0035
0039
0040
0041
0042
0043
0045
0046
0047
0048
0050
0051
0052
0053
0054
0055
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-

-
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Procedure Code Description

THERAPEUTIC ULTRASOUND OF VESSELS
THERAPEUTIC ULTRASOUND OF HEART
THERAPEUTIC ULTRA SOUND OF

OTHER THERAPEUTIC ULTRASOUND
IMPLANTATION OF CHEMOTHERAPEUTIC
INFUSION OF DROTRECOGIN ALFA
ADMINISTRATION OF INHALED NITRIC
INJECTION OR INFUSION OF NESIRITIDE
INJECTION OR INFUSION OF

HIGH DOSE INFUSION INTERLEUKIN-2 IL
PRESSURIZED TREAT GRAFT

INFUSION OF VASOPRESSOR

INFUSION OF IMMUNOSUPPRESIVE

IVUS EXTRACRAN CEREB VES

IVUS INTRATHORACIC VES

IVUS PERIPHERAL VESSELS

IVUS CORONARY VESSELS

IVUS RENAL VESSELS

INTRAVASCUL IMAGING NEC
INTRAVASCUL IMAGING NOS

COMPUTER ASSIST SURGERY W CT/CTA
COMPUTER ASSIST SURGERY W MR/MRA
COMPUTER ASSIST SURGERY W FLUROSC
IMAGELESS COMPUT ASSIST SURGERY
COMPUTER ASSISTED SURGERY W MULT D
OTHER COMPUTER ASSIST SURGERY
PROCEDURE ON SINGLE VESSEL
PROCEDURE ON TWO VESSELS
PROCEDURE ON THREE VESSELS

FOUR OR MORE VESSELS

INSERTION OF ONE VASCULAR STENT
INSERTION OF TWO VASCULAR STENT
INSERTION OF THREE VASCULAR STENTS
INSERTION OF FOUR OR MORE
IMPLANTATION OF CARDIAC
IMPLANTATION OF CARDIAC
IMPLANTATION OR REPLACEMENT OF
IMPLANTATION OR REPLACEMENT OF
IMPLANTATION OR REPLACEMENT
INSERTION OF ARTERY STENTS

For Informational Purposes Only!

Price
Effective
Date

10/01/2002
10/01/2002
10/01/2002
10/01/2002
10/01/2002
10/01/2002
10/01/2002
10/01/2002
10/01/2002
10/01/2003
10/01/2004
10/01/2004
10/01/2005
10/01/2004
10/01/2004
10/01/2004
10/01/2004
10/01/2004
10/01/2004
10/01/2004
10/01/2004
10/01/2004
10/01/2004
10/01/2000
10/01/2004
10/01/2004
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2002
10/01/2002
10/01/2002
10/01/2002
10/01/2002
10/01/2002

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

0061
0062
0063
0064
0065
0066
0070
0071
0072
0073
0074
0075
0076
0080
0081
0082
0083
0084
0101
0102
0109
0111
0112
0113
0114
0115
0118
0119
0121
0122
0123
0124
0125
0126
0127
0131
0132
0139
0141
0142
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-
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Procedure Code Description

PERC ANGIO PRECEREB VESS
PERC ANGIO INTRACRAN VES
PERC INS CAROTID STENT

PERC INS PRECEREB STENT
PERC INS INTRACRAN STENT
PERCUTANEOUS TRANSLUMINAL
REVISION OF HIP REPLACEMENT
REVISION OF HIP REPLACEMENT
REVISION OF HIP REPLACEMEN
REVISION OF HIP REPLACEMENT,
HIP REPLACEMENT

HIP REPLACE.METAL/METAL

HIP REPL CERAMIC/CERAMIC
REVISION OF KNEE REPLACEMEN
KNEE REPLACEMENT, TIBIAL
KNEE REPLACEMENT, FEMORAL
KNEE REPLACEMENT, PATELLAR
KNEE REPLACEMENT, TIBIAL INSERT
CISTERNAL PUNCTURE
VENTRICL SHUNT TUBE PUNC
CRANIAL PUNCTURE NEC
PERCUTAN MENINGEAL BX
OPEN BX CEREBRL MENINGES
PERCUTANEOUS BRAIN BX
OPEN BIOPSY OF BRAIN

SKULL BIOPSY

OTHER BRAIN DX PROCEDURE
OTHER SKULL DX PROCEDURE
CRANIAL SINUS | & D

REMOV INTRACRAN STIMULAT
REOPEN CRANIOTOMY SITE
OTHER CRANIOTOMY

OTHER CRANIECTOMY

INSERT CATH/CRANIAL CAV
REMOVAL OF CATHETER

INCISE CEREBRAL MENINGES
LOBOTOMY & TRACTOTOMY
OTHER BRAIN INCISION
THALAMUS OPERATIONS
GLOBUS PALLIDUS OPS

For Informational Purposes Only!

Price
Effective
Date

10/01/2004
10/01/2004
10/01/2004
10/01/2004
10/01/2004
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
10/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/2005
10/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2222222222222 2Z22222222Z2ZXXK<LXLKLKLK LK LKLKLKLK<K=<Kz2zz2z222

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

0151
0152
0153
0159
016
01996
0201
0202
0203
0204
0205
0206
0207
0211
0212
0213
0214
022
0231
0232
0233
0234
0235
0239
0241
0242
0243
0291
0292
0293
0294
0295
0296
0299
0301
0302
0309
031
0321
0329
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-

-
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Procedure Code Description

EX CEREB MENINGEAL LES
HEMISPHERECTOMY

BRAIN LOBECTOMY

OTHER BRAIN EXCISION

EXCISE SKULL LESION

DAILY MGT OF EPIDURAL OR SUBARCHNOI
LINEAR CRANIECTOMY
ELEVATE SKULL FX FRAGMNT
SKULL FLAP FORMATION

BONE GRAFT TO SKULL

SKULL PLATE INSERTION
CRANIAL OSTEOPLASTY NEC
SKULL PLATE REMOVAL

SIMPLE SUTURE OF DURA
BRAIN MENINGE REPAIR NEC
MENINGE VESSEL LIGATION
CHOROID PLEXECTOMY
VENTRICULOSTOMY

VENTRICL SHUNT-HEAD/NECK
VENTRI SHUNT-CIRCULA SYS
VENTRICL SHUNT-THORAX
VENTRICL SHUNT-ABDOMEN
VENTRI SHUNT-URINARY SYS
OTHER VENTRICULAR SHUNT
IRRIGATE VENTRICLE SHUNT
REPLACE VENTRICLE SHUNT
REMOVE VENTRICLE SHUNT
LYSIS CORTICAL ADHESION
BRAIN REPAIR

IMPLANT OF INTRACRANIAL NEUROSTFMU
INSERT/REPLAC SKULL TONG
REMOVE SKULL TONGS
INSERTION OF SPHENIODAL ELECTRODES
SKULL & BRAIN OP NEC
REMOVAL FB SPINAL CANAL
REOPEN LAMINECTOMY SITE
SPINAL CANAL EXPLOR NEC
INTRASPIN NERVE ROOT DIV
PERCUTANEOUS CHORDOTOMY
OTHER CHORDOTOMY

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/1999
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
09/01/2005
11/01/1989
11/01/1989
10/01/1992
11/01/1989
11/01/1989
09/01/1998
09/01/1998
09/01/1998
11/01/1989
09/01/1998

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$46.13
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

<X Z2<XK<LXK<KXKZ2Z2Z222<LK22Z2222Z222Z2222Z2222Z2222Z2222Z2222Z2222Z22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 3 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

0331
0332
0339
034
0351
0352
0353
0359
036
0371
0372
0379
038
0390
0391
0392
0393
0394
0395
0396
0397
0398
0399
0401
0402
0403
0404
0405
0406
0407
0411
0412
0419
042
043
0441
0442
0443
0444
0449
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-

-
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Procedure Code Description

SPINAL TAP

SPINAL CORD/MENINGES BX
OTHER SPINAL DX PROC
EXCIS SPINAL CORD LESION
SPINE MENINGOCELE REPAIR
MYELOMENINGOCEL REPAIR
VERTEBRAL FX REPAIR
SPINAL STRUCT REPAIR NEC
SPINAL CORD ADHESIOLYSIS
SUBARACH-PERITON SHUNT
SUBARACH-URETERAL SHUNT
OTH SPINAL THECAL SHUNT
DESTR INJECT-SPINE CANAL
INSERT SPINAL CANAL CATH
ANESTH INJECT-SPIN CANAL
SPINAL CANAL INJECT NEC
INSERT SPINAL STIMULATOR
REMOVE SPINAL STIMULATOR
SPINAL PATCH

PERCUTAN FACET DENERVAT
REVISE SPINE THECA SHUNT
REMOVE SPINE THECA SHUNT
SPINE CANAL STRUC OP NEC
EXCISION OF ACOUSTIC NEUROMA
TRIGEMINAL NERYV DIVISION
PERIPH NERVE DIV NEC
PERIPH NERVE INCIS NEC
GASSERIAN GANGLIONECTOMY
PERIPH GANGLIONECT NEC
PERIPH NERV EXCISION NEC
PERCUTAN BX-PERIPH NERVE
OPEN BX PERIPHERAL NERVE
PERIPH NERVE DX PROC NEC
PERIPH NERVE DESTRUCTION
PERIPHERAL NERVE SUTURE
DECOMPRESS TRIGEM ROOT
CRAN NERV ROOT DECOM NEC
CARPAL TUNNEL RELEASE
TARSAL TUNNEL RELEASE
PER NERVE ADHESIOLYS NEC

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
09/01/1998
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
09/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2Z2<Z222zZ222zZ2<2Z2zZ2z2z2zZ22z2Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

045
046
0471
0472
0473
0474
0475
0476
0479
0480
0481
0489
0491
0492
0493
0499
050
0511
0519
0521
0522
0523
0524
0525
0529
0531
0532
0539
0581
0589
059
0601
0602
0609
0611
0612
0613
0619
062
0631

L'}
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-

-

bt I

Procedure Code Description

PERIPHERAL NERVE GRAFT
PERIPH NERVE TRANSPOSIT
HYPOGLOSS-FACIAL ANASTOM
ACCESSORY-FACIAL ANASTOM
ACCESS-HYPOGLOSS ANASTOM
PERIPH NERV ANASTOM NEC
POSTOP REVIS PER NERV OP
LATE REPAIR PER NERV INJ
OTHER NEUROPLASTY

PERIPH NERVE INJECT NOS
ANESTH INJEC PERIPH NERV
PERIPH NERVE INJECT NEC
NEURECTASIS

IMPLANT PERIPH STIMULAT
REMOVE PERIPH STIMULATOR
PERIPHERAL NERVE OPS NEC
SYMPATH NERVE DIVISION
SYMPATHETIC NERVE BIOPSY
SYMPATH NRV DX PROC NEC
SPHENOPALATIN GANGLIONEC
CERVICAL SYMPATHECTOMY
LUMBAR SYMPATHECTOMY
PRESACRAL SYMPATHECTOMY
PERIARTERIAL SYMPATHECTOMY
OTHER SYMPATHECTOMY
ANESTH INJECT SYMP NERVE
NEUROLYT INJEC-SYMP NRV
SYMPATH NERVE INJECT NEC
SYMPATHETIC NERVE REPAIR
SYMPATHETIC NERVE OP NEC
OTHER NERVOUS SYSTEM OPS
THYROID FIELD ASPIRATION
REOPEN THYROID FIELD WND
INCIS THYROID FIELD NEC
THYROID NEEDLE BIOPSY
OPEN BX THYROID GLAND
PARATHYROID BIOPSY
THYR/PARATHY DX PROC NEC
UNILAT THYROID LOBECTOMY
EXCISION THYROID LESION

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
09/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/1995
09/01/1998
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 2<Z22Z222Z2222Z22<Z222zZ2z22zZ222z22Z22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

0639
064
0650
0651
0652
066
067
0681
0689
0691
0692
0693
0694
0695
0698
0699
0700
0701
0702
0711
0712
0713
0714
0715
0716
0717
0719
0721
0722
0729
073
0741
0742
0743
0744
0745
0749
0751
0752
0753

L'}

- -
-

-

bt I

Procedure Code Description

PART THYROIDECTOMY NEC
COMPLETE THYROIDECTOMY
SUBSTERN THYROIDECT NOS
PART SUBSTERN THYROIDECT
TOT SUBSTERN THYROIDECT
LINGUAL THYROID EXCISION
THYROGLOSS DUCT EXCISION
TOTAL PARATHYROIDECTOMY
OTHER PARATHYROIDECTOMY
THYROID ISTHMUS DIVISION
THYROID VESSEL LIGATION
THYROID SUTURE

THYROID REIMPLANTATION
PARATHYROID REIMPLANT
OTHER THYROID OPERATIONS
OTHER PARATHYROID OPS
ADRENAL EXPLORATION NOS
UNILAT ADRENAL EXPLORAT
BILAT ADRENAL EXPLORAT
ADRENAL NEEDLE BIOPSY
OPEN BX ADRENAL GLAND
TRANSFRONT PITUITARY BX
TRANSPHEN PITUITARY BX
PITUITARY BIOPSY NOS
THYMUS BIOPSY

PINEAL BIOPSY

ENDOCRINE DX PROC NEC
ADRENAL LESION EXCISION
UNILATERAL ADRENALECTOMY
PART ADRENALECTOMY NEC
BILATERAL ADRENALECTOMY
ADRENAL INCISION

ADRENAL NERVE DIVISION
ADRENAL VESSEL LIGATION
ADRENAL REPAIR

ADRENAL REIMPLANTATION
ADRENAL OPERATION NEC
PINEAL FIELD EXPLORATION
PINEAL GLAND INCISION
PARTIAL PINEALECTOMY

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

0754
0759
0761
0762
0763
0764
0765
0768
0769
0771
0772
0779
0780
0781
0782
0791
0792
0793
0794
0799
0801
0802
0809
0811
0819
0820
0821
0822
0823
0824
0825
0831
0832
0833
0834
0835
0836
0837
0838
0841

L'}

- -
-

-

bt I

Procedure Code Description

TOTAL PINEALECTOMY
PINEAL OPERATION NEC

EXC PITUIT LES-TRANSFRON
EXC PITUIT LES-TRANSPHEN
PART EXCIS PITUITARY NOS
TOT EXC PITUIT-TRANSFRON
TOT EXC PITUIT-TRANSPHEN
TOTAL EXC PITUITARY NEC
TOTAL EXC PITUITARY NOS
PITUITARY FOSSA EXPLORAT
PITUITARY GLAND INCISION
PITUITARY OPERATION NEC
THYMECTOMY NOS

PART EXCISION OF THYMUS
TOTAL EXCISION OF THYMUS
THYMUS FIELD EXPLORATION
INCISION OF THYMUS

REPAIR OF THYMUS

THYMUS TRANSPLANTATION
THYMUS OPERATION NEC
INCISION OF LID MARGIN
BLEPHARORRHAPHY SEVERING
OTHER EYELID INCISION
EYELID BIOPSY

EYELID DX PROCEDURE NEC
REMOVE EYELID LESION NOS
CHALAZION EXCISION
EXCISE MINOR LES LID NEC
EXC MAJ LES LID PRT-THIC
EXC MAJ LES LID FUL-THIC
DESTRUCTION LID LESION
PTOSIS REP-FRONT MUS SUT
PTOSIS REP-FRON MUS SLNG
PTOSIS REP-LEVAT MUS ADV
PTOSIS REP-LEVAT MUS NEC
PTOS REP-TARSAL TECHNIQ
BLEPHAROPTOS REPAIR NEC
REDUC OVERCORRECT PTOSIS
CORRECT LID RETRACTION
THERMOCAUT/ENTROPION REP

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

0842
0843
0844
0849
0851
0852
0859
0861
0862
0863
0864
0869
0870
0871
0872
0873
0874
0881
0882
0883
0884
0885
0886
0887
0889
0891
0892
0893
0899
090
0911
0912
0919
0920
0921
0922
0923
093
0941
0942

L'}

- -
-

-

bt I

Procedure Code Description

SUTURE ENTROPION REPAIR
WEDG RESEC ENTROPION REP
LID RECONS ENTROPION REP
ENTROPION/ECTROP REP NEC
CANTHOTOMY
BLEPHARORRHAPHY

ADJUST LID POSITION NEC
LID RECONST W SKIN GRAFT
LID RECONST W MUC GRAFT
LID RECONST W HAIR GRAFT
LID RECON-TARSOCONJ FLAP
LID RECONSTR W GRAFT NEC
LID RECONSTRUCTION NOS
LID MARG RECON-PART THIC
LID RECONS-PART THIC NEC
LID MARG RECONS FUL THIC
LID RECONST-FUL THIC NEC
LINEAR REP LID LACER

LID MARG LAC RX-PART TH
LID LACER RX-PRT TH NEC
LID MARG LAC RX-FUL THIC
LID LAC RX-FUL THIC NEC
LOWER LID RHYTIDECTOMY
UPPER LID RHYTIDECTOMY
EYELID REPAIR NEC
ELECTROSURG LID EPILAT
CRYOSURG LID EPILATION
EYELID EPILATION NEC
EYELID OPERATION NEC
LACRIMAL GLAND INCISION
LACRIMAL GLAND BIOPSY
LACRIMAL SAC BIOPSY
LACRIMAL SYS DX PROC NEC
EXC LACRIMAL GLAND NOS
EXCIS LES LACRIMAL GLAND
PART DACRYOADENECT NEC
TOTAL DACRYOADENECTOMY
OTHER LACRIMAL GLAND OPS
LACRIMAL PUNCTUM PROBE
LAC CANALICULI PROBE

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

0943
0944
0949
0951
0952
0953
0959
096
0971
0972
0973
0981
0982
0983
0991
0999
100
10021
10022
10040
10060
10061
10080
10081
101
10120
10121
10140
10160
10180
1021
1029
1031
1032
1033
1041
1042
1043
1044
1049

L'}

- -
-

-

bt I

Procedure Code Description

NASOLACRIMAL DUCT PROBE
NASOLAC DUCT INTUBAT

LAC PASSAGE MANIP NEC

LAC PUNCTUM INCISION

LAC CANALICULI INCISION

LACRIMAL SAC INCISION

LACRIM PASSAGE INCIS NEC

LACRIM SAC/PASSAGE EXCIS
CORRECT EVERTED PUNCTUM
PUNCTUM REPAIR NEC

CANALICULUS REPAIR
DACRYOCYSTORHINOSTOMY
CONJUNCTIVOCYSTORHINOST
CONJUNCTIVORHINOS W TUBE

LAC PUNCTUM OBLITERATION
LACRIMAL SYSTEM OP NEC
INCISE/REMOV CONJUNCT FB

FINE NEEDLE ASPIRATIONS

FINE NEEDLE ASPIRATION

ACNE SURGERY* (OPENING/REMOV
INCISION AND DRAINAGE OF ABSCESS
INCISION AND DRAINAGE OF ABSCESS
INCISION AND DRAINAGE

INCISION AND DRAINAGE
CONJUNCTIVA INCISION NEC
INCISION/REMOVAL OF FOREIGN BODY
INCISION/REMOVAL OF FORIEGN BODY
INCISION AND DRAINAGE

PUNCTURE ASPIRATION

INCISION AND DRAINAGE
CONJUNCTIVAL BIOPSY
CONJUNCTIVA DX PROC NEC

EXCISE CONJUNCTIV LESION
DESTRUCT CONJUNC LES NEC

OTH CONJUNC DESTRUC PROC
SYMBLEPH REP W FREE GRFT

GRAFT CONJUNC CUL-DE-SAC
CONJUN CUL-DE-SAC RX NEC
CONJUNC FREE GRAFT NEC
CONJUNCTIVOPLASTY NEC

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2003
07/01/2003
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$78.46
$80.97
$76.40
$93.44
$151.59
$115.75
$191.40
$0.00
$95.94
$200.15
$108.68
$69.65
$135.46
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

105
106
1091
1099
110
11000
11001
11004
11005
11006
11008
11010
11011
11012
11040
11041
11042
11043
11044
11055
11056
11057
111
11100
11101
11200
11201
1121
1122
1129
11300
11301
11302
11303
11305
11306
11307
11308
1131
11310

L'}

- -
-

-

bt I

Procedure Code Description

CONJUNCI/LID ADHESIOLYSIS

REPAIR CONJUNCT LACERAT
SUBCONJUNCTIVAL INJECT
CONJUNCTIVAL OP NEC

MAGNET REMOVAL CORNEA FB

DEBRIDE INFECTED SKIN, UP-TO

DEBRIDE INFECTED SKIN; EA AD
DEBRIDEMENT OF SKIN, SUBCU TISSUE
DEBRIDEMENT OF SKIN, SUBCU TISSUE
DEBRIDEMENT OF SKIN, SUBCU TISSUE
REMOVAL OF PROSTHETIC MATERIAL
DEBRIDEMENT INCLUDING REMOVAL OF
DEBRIDEMENT INCLUDING REMOVAL OF
DEBRIDEMENT INCLDING REMOVAL OF
DEBRIDEMENT

DEBRIDEMENT

DEBRIDEMENT

DEBRIDEMENT

DEBRIDEMENT

PARING BENIGN HYPERKERATOTIC
PARING BENIGN HYPERKERATOTIC
PARING BENIGN HYPERKAERATOTIC
CORNEAL INCISION

BIOPSY OF SKIN

BIOPSY OF SKIN

REMOVAL OF SKIN TAGS

REMOVAL OF SKIN TAGS

CORNEAL SCRAPE FOR SMEAR

CORNEAL BIOPSY

CORNEAL DX PROC NEC

SHAVING EPIDERMAL OR DERMAL LESION
SHAVING EPIDERMAL OR DERMAL LESION
SHAVING EPIDERMAL OR DERMAL LESION
SHAVING EPIDERMAL OR DERMAL LESION
SHAVING EPIDERMAL OR DERMAL LESION
SHAVING EPIDERMAL OR DERMAL LESION
SHAVING EPIDERMAL OR DERMAL LESION
SHAVING EPIDERMAL OR DERMAL LESION
PTERYGIUM TRANSPOSITION

SHAVING EPIDERMAL OR DERMAL LESION

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$44.31
$23.39
$538.47
$731.34
$669.39
$270.48
$243.02
$316.72
$446.36
$37.09
$53.77
$76.68
$179.90
$225.38
$33.01
$41.98
$50.95
$0.00
$79.08
$38.56
$68.07
$28.30
$0.00
$0.00
$0.00
$53.58
$68.31
$78.66
$90.63
$50.28
$70.22
$79.92
$94.62
$0.00
$64.97

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

11311
11312
11313
1132
1139
11400
11401
11402
11403
11404
11406
1141
1142
11420
11421
11422
11423
11424
11426
1143
11440
11441
11442
11443
11444
11446
11450
11451
11462
11463
11470
11471
1149
1151
1152
1153
1159
1160
11600
11601

L'}

- -
-

-

bt I

Procedure Code Description

SHAVING EPIDERMAL OR DERMAL LESION
SHAVING EPIDERMAL OR DERMAL LESION
SHAVING EPIDERMAL OR DERMAL LESION
PTERYG EXC W CORNEA GRFT
PTERYGIUM EXCISION NEC

EXCISION BENIGN LESION

EXCISION BENIGN LESION

EXCISION, LESION, SKIN

EXCISION BENIGN LESION

EXCISION BENIGN LESION

EXCISION BENIGN LESION

MECH REMOV CORNEA EPITH
THERMOCAUT CORNEA LESION

EXCISION BENIGN LESION

EXCISION BENIGN LESION

EXCISION BENIGN LESION

EXCISION BENIGN LESION

EXCSION BENIGN LESION

EXCISION BENIGN LESION

CRYOTHERAP CORNEA LESION

EXCISION OTHER BENIGN LESION
EXCISION OTHER BENIGN LESION
EXCISION OTHER BENIGN LESION
EXCISION OTHER BENIGN LESION
EXCISION OTHER BENIGN LESION
EXCISION OTHER BENIGN LESION
EXCISION SKIN & SUBCUTANEOQOUS TISSUE
EXCISION SKIN & SUBCUTANEOQOUS TISSUE
EXCISION SKIN & SUBCUTANEOQOUS TISSUE
EXCISION SKIN & SUBCUTANEOQOUS TISSUE
EXCISION SKIN & SUBCUTANEOQOUS TISSUE
EXCISION SKIN & SUBCUTANEOUS TISSUE
DESTRUCT CORNEA LES NEC

SUTURE CORNEA LACERATION

REP CORNEA POSTOP DEHISC

RX CORNEA LAC W CONJ FLP

CORNEAL REPAIR NEC

CORNEAL TRANSPLANT NOS

EXCISION MALIGNANT LESION

EXCISION MALIGNANT LESION

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005

Allowed
Amount

$79.64
$87.88
$113.78
$0.00
$0.00
$89.33
$109.59
$146.34
$165.82
$182.21
$213.91
$0.00
$0.00
$89.81
$117.84
$151.78
$180.95
$203.83
$268.12
$0.00
$117.49
$141.85
$165.97
$205.53
$257.12
$311.42
$241.73
$322.05
$237.21
$336.77
$286.61
$349.03
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$134.28
$154.88

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

11602
11603
11604
11606
1161
1162
11620
11621
11622
11623
11624
11626
1163
1164
11640
11641
11642
11643
11644
11646
1169
1171
11719
1172
11720
11721
1173
11730
11732
1174
11740
1175
11750
11752
11755
11758
1176
11760
11762
11765

L'}

- -
-

-

bt I

Procedure Code Description

EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
LAM KERATPLAST W AUTGRFT
LAMELLAR KERATOPLAST NEC
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
PERF KERATOPL W AUTOGRFT
PERFORAT KERATOPLAST NEC
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
EXCISION MALIGNANT LESION
CORNEAL TRANSPLANT NEC
KERATOMILEUSIS

TRIMMING NONDYSTROPHIC NAILS

KERATOPHAKIA
DEBRIDEMENT OF NAIL(S)
DEBRIDEMENT OF NAIL(S)
KERATOPROSTHESIS
AVULSION OF NAIL PLATE
AVULSION OF NAIL PLATE
THERMOKERATOPLASTY

EVACUATION SUBUNGUAL HEMATOMA

RADIAL KERATOTOMY

EXCISION OF NAIL/NAIL MATRIX

EXCISION OF NAIL/NAIL MATRIX

BIOPSY OF NAIL UNIT, ANY METHOD

FREE FASCIAL FLAP W/MICROVASCULAR A

EPIKERATOPHAKIA
REPAIR OF NAIL BED
RECONSTRUCTION, NAIL BED

WEDGE EXCISION OF SKIN OF NAIL FOLD

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
10/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/1989
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$165.44
$184.27
$204.14
$256.72
$0.00
$0.00
$131.44
$157.63
$181.74
$218.09
$250.88
$309.14
$0.00
$0.00
$139.78
$187.65
$220.03
$256.85
$328.65
$410.17
$0.00
$0.00
$14.56
$0.00
$23.11
$34.71
$0.00
$69.73
$31.35
$0.00
$40.61
$0.00
$127.68
$174.84
$84.57
$1,819.95
$0.00
$119.44
$185.22
$63.39

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 12 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

11770
11771
11772
1179
11900
11901
1191
1192
11960
11970
11971
11975
11976
11977
11980
11981
11982
11983
1199
1200
12001
12002
12004
12005
12006
12007
1201
12011
12013
12014
12015
12016
12017
12018
1202
12020
12021
12031
12032
12034

L'}

- -
-

-

bt I

Procedure Code Description

EXCISION PILONIDAL CYST OR SINUS
EXCISION PILONIDAL CYST OR SINUS
EXCISION PILONIDAL CYST OR SINUS
CORNEA RECONSTRUCT NEC

INJECTION, INTRALESIONAL

INJECTION, INTRALESIONAL

CORNEAL TATTOOING

REMOVE CORNEAL IMPLANT

INSERTION OF TISSUE EXPANDERS
REPLACEMENT OF TISSUE EXPANDER
REMOVAL OF TISSUE EXPANDER(S)
INSERTION OF CONTRACEPTIVE
REMOVAL OF CONTRACEPTIVE

REMOVAL W/REINSERTION CONTRACEPTIV
SUBCUTANEOUS HORMONE PELLET IMPL
INSERTION, NON-BIODEGRADABLE
REMOVABLE, NON BIODEGRADABLE
REMOVAL W/REINSERTION

CORNEAL OPERATION NEC

REMOV ANT SEGMNT FB NOS

SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
MAGNET REMOV ANT SEG FB

SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
SIMPLE REPAIR OF SUPERFICIAL WOUNDS
NONMAG REMOV ANT SEG FB
TREATMENT SUPERFICIAL WOUND

TREAT SUPERFICIAL WOUND SIMP

LAYER CLOSURE OF WOUNDS

LAYER CLOSURE OF WOUNDS

LAYER CLOSURE OF WOUNDS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$201.05
$408.44
$493.25
$0.00
$44.51
$58.72
$0.00
$0.00
$724.08
$438.39
$281.95
$60.25
$123.99
$85.29
$92.75
$108.03
$123.33
$200.78
$0.00
$0.00
$133.91
$142.68
$165.30
$207.55
$256.34
$295.78
$0.00
$141.86
$155.47
$181.66
$230.84
$275.79
$240.45
$279.50
$0.00
$181.60
$124.21
$153.10
$185.43
$211.97

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2Z222Z2222Z222<22zZ22z22zZ22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

12035
12036
12037
12041
12042
12044
12045
12046
12047
12051
12052
12053
12054
12055
12056
12057
1211
1212
1213
1214
1221
1222
1229
1231
1232
1233
1234
1235
1239
1240
1241
1242
1243
1244
1251
1252
1253
1254
1255
1259

L'}

- -
-

-

bt I

Procedure Code Description

LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
LAYER CLOSURE OF WOUNDS
IRIDOTOMY W TRANSFIXION
IRIDOTOMY NEC

PROLAPSED IRIS EXCISION
IRIDECTOMY NEC

DX ASPIRAT-ANT CHAMBER
IRIS BIOPSY

ANT SEGMENT DX PROC NEC
GONIOSYNECHIAE LYSIS

ANT SYNECHIA LYSIS NEC
POST SYNECHIAE LYSIS
CORNEOVITREAL ADHESIOLYS
COREOPLASTY

IRIDOPLASTY NEC

REMOV ANT SEGMNT LES NOS
NONEXC DESTRUC IRIS LES
EXCISION OF IRIS LESION
NONEXC DESTR CIL BOD LES
EXCISE CILIARY BODY LES
GONIOPUNCTURE
GONIOTOMY

GONIOTOMY W GONIOPUNCTUR
TRABECULOTOMY AB EXTERNO
CYCLODIALYSIS

FACILIT INTRAOC CIRC NEC

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$234.65
$329.33
$361.04
$168.01
$201.79
$223.75
$254.17
$366.38
$412.99
$194.53
$201.87
$221.62
$245.36
$314.15
$437.89
$432.07
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

1261
1262
1263
1264
1265
1266
1269
1271
1272
1273
1274
1279
1281
1282
1283
1284
1285
1286
1287
1288
1289
1291
1292
1293
1297
1298
1299
1300
1301
1302
13100
13101
13102
1311
13120
13121
13122
13131
13132
13133

L'}

- -
-

-

bt I

Procedure Code Description

TREPHIN SCLERA W IRIDECT
THERMCAUT SCLER W IRIDEC
IRIDENCLEISIS/IRIDOTASIS
TRABECULECTOM AB EXTERNO
SCLER FISTULIZ W IRIDECT
POSTOP REVIS SCL FISTUL
SCLER FISTULIZING OP NEC
CYCLODIATHERMY
CYCLOCRYOTHERAPY
CYCLOPHOTOCOAGULATION
CIL BODY DIMINUTION NOS
GLAUCOMA PROCEDURE NEC
SUTURE SCLERAL LACER
SCLERAL FISTULA REPAIR
REVIS ANT SEG OP WND NEC
DESTRUCT SCLERAL LESION
REPAIR STAPHYLOM W GRAFT
REP SCLER STAPHYLOMA NEC
GRAFT REINFORCE SCLERA
SCLERA REINFORCEMENT NEC
SCLERAL OPERATION NEC
THERAPEUT EVAC ANT CHAMB
ANTERIOR CHAMBER INJECT
REMOV EPITHEL DOWNGROWTH
IRIS OPERATION NEC

CILIARY BODY OP NEC
ANTERIOR CHAMBER OP NEC
REMOVE FB LENS NOS
MAGNET REMOVE FB LENS
NONMAGNET REMOVE FB LENS

RECONSTRUCTIVE REPAIR, COMPLEX
RECONSTRUCTIVE REPAIR, COMPLEX

REPAIR COMPLEX
TEMP-INF INTRCAP LENS EX

RECONSTRUCTIVE REPAIR, COMPLEX
RECONSTRUCTIVE REPAIR, COMPLEX

REPAIR, COMPLEX

RECONSTRUCTIVE REPAIR, COMPLEX
RECONSTRUCTIVE REPAIR, COMPLEX

REPAIR, COMPLEX-ADD ON

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$228.09
$263.65
$71.23
$0.00
$237.91
$287.22
$83.42
$264.83
$370.91
$122.56

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

13150
13151
13152
13153
13160
1319
132
133
1341
1342
1343
1351
1359
1361
1362
1363
1364
1365
1366
1369
1370
1371
1372
138
139
1400
14000
14001
1401
1402
14020
14021
14040
14041
14060
14061
1411
1419
1421
1422

L'}

- -
-

-

bt I

Procedure Code Description

RECONSTRUCTIVE REPAIR, COMPLEX
RECONSTRUCTIVE REPAIR, COMPLEX
RECONSTRUCTIVE REPAIR, COMPLEX
REPAIR, COMPLEX-ADD ON

SECONDARY CLOSURE

INTRACAPSUL LENS EXT NEC

LINEAR EXTRACAP LENS EXT

SIMPL ASPIR LENS EXTRACT

CATARAC PHACOEMULS/ASPIR

POST CATARAC FRAG/ASPIR

CATARACT FRAG/ASPIR NEC

TEMP-INF XTRACAP LENS EX

EXTRACAP LENS EXTRAC NEC

PRIM MEM CATAR DISCISS

PRIM MEMBRN CATAR EXCIS

PRIM MEM CATAR FRAGMEN
AFTER-CATAR DISCISSION
AFTER-CATARACT EXCISION

AFTER CATAR FRAGMNTATION
CATARACT EXTRACTION NEC

INSERT PSEUDOPHAKOS NOS

INSERT LENS AT CATAR EXT

SECONDARY INSERT LENS

IMPLANTED LENS REMOVAL

OTHER OPERATIONS ON LENS

REMOV POST SEGMNT FB NOS
ADJACENT TISSUE TRANSFER/REARRANG
ADJACENT TISSUE TRANSFER/REARRANG
MAGNET REMOV POST SEG FB

NONMAG REMOV POST SEG FB

ADACENT TISSUE TRANSFER/REARRANGE
ADJACENT TISSUE TRANSFER/REARRANG
ADJACENT TISSUE TRANSFER/REARRANG
ADJACENT TISSUE TRANSFER/REARRANG
ADJACENT TISSUE TRANSFER/REARRANG
ADJACENT TISSUE TRANSFER/REARRANG
DIAGNOST VITREOUS ASPIR

DX PROC POST SEG NEC

CHORIORET LES DIATHERMY
CHORIORETIN LES CRYOTHER

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$313.84
$332.71
$425.65
$134.55
$612.82
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$470.74
$604.74
$0.00
$0.00
$512.18
$681.51
$563.42
$752.91
$602.06
$814.37
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

1423
1424
1425
1426
1427
1429
14300
1431
1432
1433
1434
1435
14350
1439
1441
1449
1451
1452
1453
1454
1455
1459
146
1471
1472
1473
1474
1475
1479
149
15000
15001
1501
15040
15050
1509
15100
15101
1511
15110

L'}

- -
-

-

bt I

Procedure Code Description

CHORIORET LES XENON COAG
CHORIORET LES LASER COAG
CHORIORET LES P/COAG NOS
CHORIORET LES RADIOTHER
CHORIORET LES RAD IMPLAN
CHORIORET LES DESTR NEC

ADJACENT TISSUE TRANSFER/REARRANG

RETINAL TEAR DIATHERMY
RETINAL TEAR CRYOTHERAPY
RETINAL TEAR XENON COAG
RETINAL TEAR LASER COAG
RETINA TEAR PHOTOCOA NOS
FILLETED FINGER OR TOE FLAP
RETINAL TEAR REPAIR NEC
SCLERAL BUCKLE W IMPLANT
SCLERAL BUCKLING NEC
DETACH RETINA-DIATHERMY
DETACH RETINA-CRYOTHERAP
DETACH RETINA XENON COAG
DETACH RETINA LASER COAG
DETACH RET PHOTOCOAG NOS
REPAIR RETINA DETACH NEC
REMOV PROS MAT POST SEG
ANTERIOR REMOV VITREOUS
VITREOUS REMOVAL NEC
ANTERIOR MECHAN VITRECT
MECH VITRECTOMY NEC
VITREOUS SUBSTITUT INJEC
VITREOUS OPERATION NEC
OTHER POST SEGMENT OPS

SKIN GRAFTS/PREPARATION OR CREATION
SKIN GRAFTS/PREPARATION OR CREATION

EXTRAOC MUSC-TEND BIOPSY
HARVEST OF SKIN/TISSUE

PINCH GRAFT/SINGLE OR MULTIPLE

EXTRAOC MUSC DX PROC NEC
SPLIT GRAFT/TRUNK,ARMS,LEGS
SPLIT SKIN GRAFT

ONE EXTRAOC MUS RECESS
EPIDERMAL AUTOGRAFT

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
01/01/2006
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
01/01/2006

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$773.28
$0.00
$0.00
$0.00
$0.00
$0.00
$580.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$233.68
$59.16
$0.00
$208.85
$327.70
$0.00
$550.12
$111.46
$0.00
$666.36

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

15111
15115
15116
1512
15120
15121
1513
15130
15131
15135
15136
15150
15151
15152
15155
15156
15157
15171
15175
15176
1519
15200
15201
1521
1522
15220
15221
15240
15241
15260
15261
1529
153
15300
15301
15320
15321
15330
15331
15335

L'}

- -
-

-

bt I

Procedure Code Description

EPIDERMAL AUTOGRAFT

EPIDERMAL AUTOGRAFT

EPIDERMAL AUTOGRAFT

1 EXTRAOC MUSCL ADVANCE

SPLIT SKIN GRAFT-FACE,SCALP,EYELIDS
SPLIT GRAFT/FACE,SCALP,EYELIDS,

1 EXTRAOC MUSCL RESECT

DERMAL AUTOGRAFT

DERMAL AUTOGRAFT

DERMAL AUTOGRAFT

DERMAL AUTOGRAFT

TISSUE CULTURED EPIDERMAL

TISSUE CULTURED EPIDERMAL

TISSUE CULTUR EPIDERMA

TISSUE CULTURE EPIDERMAL

TISSUE CULTURE EPIDERMAL

TISSUE CULTURED EPIDERMAL
ACELLULAR DERMAL REPLACEMENT
ACELLULAR DERMAL REPLACEMEN
ACELLULAR DERMAL REPLACEMENT
XTRAOC MUS OP/DETACH NEC

FULL THICKNESS GRAFT

FULL THICKNESS GRAFT

LENGTHEN 1 EXTRAOC MUSC

SHORTEN 1 EXTRAOC MUSC

FULL THICKNESS GRAFT,FREE INCLUDING
FULL THICKNESS GRAFT,FREE INCLUDING
FULL THICKNESS GRAFT,FREE,INCLUDING
FULL THICKNESS GRAFT,FREE,INCLUDING
FULL THICKNESS GRAFT,FREE,INCLUDING
FULL THICKNESS GRAFT,FREE,INCLUDING
OP ON 1 EXTRAOC MUSC NEC

TEMP DETACH >1 XTROC MUS
ALLOGRAFT SKIN

ALLOGRAFT SKIN/TEMPORARY
ALLOGRAFT SKIN/TEMPORARY
ALLOGRAFT SKIN/TEMP WOUND
ACELLULAR DERMAL

ACELLULAR DERMAL ALLOGRAFT
ACELLULAR DERMAL ALLOGRAFT

For Informational Purposes Only!

Price
Effective
Date

01/01/2006
01/01/2006
01/01/2006
11/01/1989
07/01/2005
07/01/2005
11/01/1989
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006
01/01/2006

Allowed
Amount

$106.16
$631.24
$138.26
$0.00
$654.47
$161.50
$0.00
$550.91
$86.78
$675.60
$81.25
$554.50
$112.23
$137.98
$559.76
$146.73
$162.36
$76.55
$415.80
$121.89
$0.00
$629.36
$83.12
$0.00
$0.00
$605.51
$75.42
$637.07
$118.62
$671.14
$135.89
$0.00
$0.00
$240.62
$50.60
$278.97
$75.45
$240.32
$50.30
$267.15

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

15336
15340
15341
15342
15343
15350
15351
15360
15361
15365
15366
154
15400
15401
15420
15421
15430
15431
155
15570
15572
15574
15576
156
15600
15610
15620
15630
15650
157
15732
15734
15736
15738
15740
15750
15756
15757
15758
15760

L'}

- -
-

-

bt I

Procedure Code Description

ACELLULAR DERMAL ALLOGRAFT
TISSUE CULTURED ALLOGENIC
TISSUE CULTURED ALLOGENIC

APP OF BILAMINATE SKIN SUBSTITUTE
APP OF BILAMINATE SKIN SUBSTITUTE
APPLICATION OF ALLOGRAFT, SKIN
APPLICATION OF ALLOGRAFT, SKIN
TISSUE CULTURED ALLOGENIC
TISSUE CULTURED ALLOGENIC
TISSUE CULTURED ALLOGENIC
TISSUE CULT ALLOGEN DERMAL

OTH OP ON >L EXTRAOC MUS
APPLICATION OF SENOGRAFT,SKIN
APPLICATION OF XENOGRAFT, SKIN
XENOGRAFT SKIN FOR TEM
XENOGRAFT SKIN FOR TEMP WOUND CLO
ACELLULAR XENOGRAFT IMPLAN
ACELLULAR XENOGRAFT IMPLANT,
EXTRAOCUL MUS TRANSPOSIT

FORM OF DIRECT OR TUBED PEDICLE
FORM OF DIRECT OR TUBED PEDICLE
FORM OF DIRECT OR TUBED PEDICLE
FORM OF DIRECT OR TUBED PEDICLE
REVIS EXTRAOC MUSC SURG

DELAY OF FLAP OR SECTIONING FLAP
DELAY OF FLAP OR SECTIONING FLAP
DELAY OF LAP OR SECTIONING OF FLAP
DELAY OF FLAP OR SECTIONING OF FLAP
TRANSFER OF ANY PEDICLE FLAP
EXTRAOC MUSC INJ REPAIR

MUSCLE

MUSCLE

MUSCLE

MUSCLE

FLAP; ISLAND PEDICLE

FLAP; NEUROVASCULAR PEDICLE
FREE MUSCLE FLAP

FREE SKIN FLAP

FREE FASCIAL FLAP

GRAFT; COMPOSITE

For Informational Purposes Only!

Price
Effective
Date

01/01/2006
01/01/2006
01/01/2006
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2006
01/01/2006
01/01/2006
01/01/2006
11/01/1989
07/01/2005
07/01/2005
01/01/2006
01/01/2006
01/01/2006
01/01/2006
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$72.88
$253.94
$36.33
$109.63
$23.23
$408.60
$66.09
$273.43
$59.03
$285.91
$73.40
$0.00
$312.81
$90.52
$305.76
$94.24
$414.47
$0.00
$0.00
$606.76
$617.61
$656.87
$619.58
$0.00
$292.15
$286.53
$343.43
$323.93
$337.40
$0.00
$1,053.76
$1,054.98
$986.32
$1,059.74
$668.88
$710.36
$2,068.29
$2,074.45
$2,079.51
$633.92

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

15770
15820
15821
15822
15823
15829
15831
15833
15840
15841
15842
15845
15850
15851
15852
15860
15877
159
15920
15922
15931
15933
15934
15935
15936
15937
15940
15941
15944
15945
15946
15950
15951
15952
15953
15956
15958
15999
16000
1601

Wiy
.i

bt I

Procedure Code Description

GRAFT; COMPOSITE
BLEPHAROPLASTY

BLEPHAROPLASTY

BLEPHAROPLASTY

BLEPHAROPLASTY

RHYTIDECTOMY

EXCISION

EXCISION

GRAFT FOR FACIAL NERVE PARALYSIS
GRAFT FOR FACIAL NERVE PARALYSIS
GRAFT FOR FACIAL NERVE PARALYSIS
GRAFT FOR FACIAL NERVE PARALYSIS
REMOVAL OF SUTURES

REMOVAL OF SUTURES

DRESSING CHANGE

INTRAVENOUS INJECTION OF AGENT
SUCTION ASSISTED LIPECTOMY;

OTH EXTRAOC MUS-TEND OP
EXCISION

EXCISION

EXCISION, SACRAL PRESSURE ULCER
EXCISION, SACRAL PRESSURE ULCER
EXCISION, SACRAL PRESSURE ULCER
EXCISION, SACRAL PRESSURE ULCER
EXCISION, SACRAL PRESSURE ULCER
EXCISION, SACRAL PRESSURE ULCER
EXCISION, ISCHIAL PRESSURE ULCER
EXCISION, ISCHIAL PRESSURE ULCER
EXCISION, ISCHIAL PRESSURE ULCER
EXCISION, ISCHIAL PRESSURE ULCER
EXCISION, ISCHIAL PRESSURE ULCER

EXCIS.TROCHANTERIC PRESSURE ULCER
EXCIS. TROCHANTERIC PRESSURE ULCER
EXCIS. TROCHANTERIC PRESSURE ULCER
EXCIS. TROCHANTERIC PRESSURE ULCER
EXCIS. TROCHANTERIC PRESSURE ULCER
EXCIS. TROCHANTERIC PRESSURE ULCER

UNLISTED PROCEDURE FOR,;

INITIAL TREATMENT FIRST DEGREE BURN

ORBITOTOMY W BONE FLAP

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/2000
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
09/01/1982
07/01/2005
11/01/1989

Allowed
Amount

$487.81
$532.26
$603.47
$513.51
$635.33
$498.08
$739.09
$708.20
$831.96
$1,370.88
$2,193.13
$758.02
$50.12
$86.02
$95.97
$117.15
$0.00
$0.00
$496.28
$632.79
$544.59
$686.29
$761.68
$887.38
$760.86
$894.29
$558.00
$778.82
$724.40
$803.50
$1,302.94
$465.45
$673.36
$691.45
$785.17
$942.53
$957.64
$0.00
$69.13
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 222Z222Z2222Z22<Z222zZ2222Z22<<X<<<zzzZz

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

16010
16015
1602
16020
16025
16030
16035
16036
1609
161
1621
1622
1623
1629
1631
1639
1641
1642
1649
1651
1652
1659
1661
1662
1663
1664
1665
1666
1669
1671
1672
1681
1682
1689
1691
1692
1693
1698
1699
17000

L'}

- -
-

-

bt I

Procedure Code Description

DRESSINGS AND OR DEBRIDEMENT
DRESSINGS AND OR DEBRIDEMENT
ORBITOTOMY W IMPLANT
DRESSINGS AND OR DEBRIDEMENT
DRESSINGS AND OR DEBRIDEMENT
DRESSINGS AND OR DEBRIDEMENT
ESCHAROTOMY

ESCHAROTOMY

ORBITOTOMY NEC

REMOVE PENETRAT FB EYE
OPHTHALMOSCOPY

DIAGNOSTIC ASP OF ORBIT
EYEBALL & ORBIT BIOPSY
EYEBAL/ORBIT DX PROC NEC

EYE EVISC W SYNCH IMPLAN
EYEBALL EVISCERATION NEC

EYE ENUC/IMPLAN/MUSC ATT

EYE ENUC W IMPLANT NEC
EYEBALL ENUCLEATION NEC
RADICAL ORBITOMAXILLECT

ORBIT EXENT W BONE REMOV
ORBITAL EXENTERATION NEC
2NDRY OCULAR IMP INSERT
REVIS/REINSERT OCUL IMP

REVIS ENUC SOCKET W GRFT
ENUC SOCKET REVIS NEC

2NDRY EXENT CAVITY GRAFT
REVIS EXENTER CAVITY NEC

2ND OP POST EYE REM NEC
REMOVE OCULAR IMPLANT
REMOVE ORBITAL IMPLANT

REPAIR OF ORBITAL WOUND
REPAIR EYEBALL RUPTURE
EYE/ORBIT INJ REPAIR NEC
RETROBULBAR INJECTION
EXCISION ORBITAL LESION
EXCISION EYE LESION NOS
OPERATION ON ORBIT NEC
OPERATION ON EYEBALL NEC
DESTRUCTION BY ANY METHOD,INCLUDIN

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005

Allowed
Amount

$72.55
$155.01
$0.00
$69.52
$133.59
$189.13
$193.12
$76.49
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$58.46

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

17003
17004
17106
17107
17108
17110
17111
17250
17260
17261
17262
17263
17264
17266
17270
17271
17272
17273
17274
17276
17280
17281
17282
17283
17284
17286
17304
17305
17306
17307
17310
1801
1802
1809
1811
1812
1819
1821
1829
1831

L'}

- -
-

-

bt I

Procedure Code Description

DESTRUCTION BY ANY METHOD-ADD ON
DESTRUCTION BY ANY METHOD,INCLUDIN
DESTRUCTION

DESTRUCTION

DESTRUCTION

DESTRUCTION BY ANY METHOD
DESTRUCTION BY ANY METHOD
CHEMICAL CAUTERIZATION OF
DESTRUCT MALIG LESION TRUNK-
DESTRUCT MALIG LESION TRUNK-
DESTRUCT MALIG LESION TRUNK-
DESTRUCT MALIG LESION TRUNK-
DESTRUCT MALIG LESION TRUNK-
DESTRUCT MALIG LESION TRUNK-
DESTRUCT MALIG LESION SCALP-
DESTRUCT MALIG LESION SCALP-
DESTRUCT MALIG LESION SCALP-
DESTRUCT MALIG LESION SCALP-
DESTRUCT MALIG LESION SCALP-
DESTRUCT MALIG LESION SCALP-
DESTRUCT MALIG LESION FACE-E
DESTRUCT MALIG LESION FACE-E
DESTRUCT MALIG LESION FACE-E
DESTRUCT MALIG LESION FACE-E
DESTRUCT MALIG LESION FACE-E
DESTRUCT MALIG LESION FACE-E
CHEMOSURG, 1ST STAGE
CHEMOSURG, 2ND STAGE, UP TO
CHEMOSURGERY 3RD STAGE FRESH
ADD STAGES UP TO 5 SPECIMENS
MORE THAN 5 SPECIMENS-MOH'S
PIERCING OF EAR LOBE

EXT AUDITORY CANAL INCIS
EXTERNAL EAR INCIS NEC
OTOSCOPY

EXTERNAL EAR BIOPSY

EXT EAR DIAGNOS PROC NEC
PREAURICULAR SINUS EXCIS
DESTRUCT EXT EAR LES NEC
RAD EXCIS EXT EAR LES

For Informational Purposes Only!

Price
Effective Allowed Technical
Date Amount Component
07/01/2005 $13.51 0.0%
07/01/2005 $187.14 0.0%
07/01/2005 $331.47 0.0%
07/01/2005 $567.91 0.0%
07/01/2005 $784.35 0.0%
07/01/2005 $60.78 0.0%
07/01/2005 $71.15 0.0%
07/01/2005 $43.82 0.0%
07/01/2005 $78.71 0.0%
07/01/2005 $91.89 0.0%
07/01/2005 $113.94 0.0%
07/01/2005 $125.32 0.0%
07/01/2005 $133.03 0.0%
07/01/2005 $154.91 0.0%
07/01/2005 $100.44 0.0%
07/01/2005 $109.20 0.0%
07/01/2005 $124.08 0.0%
07/01/2005 $139.16 0.0%
07/01/2005 $168.19 0.0%
07/01/2005 $201.12 0.0%
07/01/2005 $89.58 0.0%
07/01/2005 $121.62 0.0%
07/01/2005 $138.79 0.0%
07/01/2005 $170.66 0.0%
07/01/2005 $201.30 0.0%
07/01/2005 $270.48 0.0%
07/01/2005 $535.41 0.0%
07/01/2005 $223.63 0.0%
07/01/2005 $224.95 0.0%
07/01/2005 $224.30 0.0%
07/01/2005 $85.96 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2Z222Z2222Z2222Z2222Z22<<X<<2Z

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 22 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

1839
184
185
186

1871

1872

1879
189
190

19000
19001
19020
19030
19100
19101
19102
19103
1911
19110
19112
19120
19125
19126
19140
19160

19162

19180

19182
1919

19200
1921

19220

19240

19260

19271

19272
1929

19290

19291

19295

L'}

- -
-

-

bt I

Procedure Code Description

EXCIS EXTERNAL EAR NEC

SUTURE EXT EAR LAC
CORRECTION PROMINENT EAR

EXT AUDIT CANAL RECONSTR
CONSTRUCTION EAR AURICLE
REATTACH AMPUTATED EAR
PLASTIC REP EXT EAR NEC

OTHER EXT EAR OPERATIONS
STAPES MOBILIZATION
ASPIRATION, CYST, BREAST
ASPIRATION, CYST, BREAST
MASTOTOMY

INJ PROCEDURE ONLY FOR MAMMA
BREAST BIOPSY

BREAST BIOPSY

BIOPSY OF BREAST

BIOPSY OF BREAST

STAPEDECT W REPLAC INCUS
NIPPLE EXPLORATION W/ OR W/O E
EXCISION OF LACTIFEROUS DUCT
EXCISION, CYST, BREAST
EXCISION BREAST LESION IDENT
EA ADDITIONAL LESION SEPARATELY IDE
MASTECTOMY FOR GYNECOMASTIA
MASTECTOMY, PARTIAL
MASTECTOMY PART W/AXILLARY L
MASTECTOMY, UNILATERAL
MASTECTOMY, UNILATERAL
STAPEDECTOMY NEC

RADICAL MASTECOMY

REV STAPDEC W INCUS REPL
RADICAL MASTECOMY
MASTECTOMY, UNILATERAL
EXCISION, TUMOR, CHEST WALL
EXCISION CHEST WALL TUMOR W/
EXCISION CHEST WALL TUMOR W/
STAPEDECTOMY REVIS NEC
PRE-OPERATIVE PLACEMENT NEED
PREOP PLACE NEEDLE WIRE BREAST EA A
IMAGE GUIDED PLACEMENT

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$73.45
$44.07
$370.37
$178.51
$97.08
$292.14
$243.75
$556.40
$0.00
$486.13
$499.33
$381.50
$406.36
$145.99
$533.35
$379.40
$778.93
$533.73
$459.88
$0.00
$893.47
$0.00
$908.94
$900.99
$887.14
$1,089.73
$1,230.71
$0.00
$144.20
$80.67
$93.62

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

19296
19297
19298
193
19318
19324
19325
19328
19330
19340
19342
19350
19357
19361
19364
19366
19367
19368
19369
19370
19371
19380
194
19499
1952
1953
1954
1955
196
199
20000
20005
2001
2009
201
20100
20101
20102
20103
20150

L'}

- -
-

-

bt I

Procedure Code Description

PLACEMENT OF RADIOTHERAPY
PLACEMENT OF RADIOTHERAPY
PLACEMENT OF RADIOTHERAPY
OSSICULAR CHAIN OP NEC
REDUCTION MAMMAPLASTY
MAMMAPLASTY,AUGMENTATION W/O
MAMMAPLASTY WITH PROSTHETIC
REMOVAL OF INTACT MAMMARYIMP
REMOVAL, BREAST IMPLANT
IMMEDIATE INSERTION OF BREAS
DELAYED INSERTION OF BREAST
RECONSTRUCTION, NIPPLE

BREAST RECONSTRUCT W/TISSUE
BREAST RECONSTRUST W/LATISSI
BREAST RECONSTRUCTION WITH F
BREAST RECONSTRUCTION W/OTHE
BREAST RECONSTRUCTION W/TRAM
BREAST RECONSTRUCTION W/MINC
BREAST RECONSTRUCTION W/TRAM
OPEN PERIPROSTHETIC CAPULOTO
PERIPROSTHETIC CAPSULECTOMY
REVISION OF RECONSTRUCTED BR
MYRINGOPLASTY

UNLISTED PROCEDURE, BREAST
TYPE 2 TYMPANOPLASTY

TYPE 3 TYMPANOPLASTY

TYPE 4 TYMPANOPLASTY

TYPE 5 TYMPANOPLASTY
TYMPANOPLASTY REVISION

MIDDLE EAR REPAIR NEC

INCISION, ABCESS, SOFT TISSU
INCISION OF SOFT TISSUE ABSC
MYRINGOTOMY W INTUBATION
MYRINGOTOMY NEC
TYMPANOSTOMY TUBE REMOVE
EXPLORATION OF PENETRATING W
EXPLORATION OF PENETRATING W
EXPLORATION OF PENETRATING W
EXPLORATION OF PENETRATING W
EXCISION EPIPHYSEAL BAR W/WO

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
01/01/1976
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$4,352.91
$90.50
$1,652.52
$0.00
$944.74
$367.81
$551.89
$371.88
$466.78
$349.35
$694.57
$819.00
$1,165.29
$1,142.72
$2,388.18
$1,204.74
$1,498.16
$1,860.40
$1,737.07
$516.62
$601.51
$589.76
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$153.06
$230.73
$0.00
$0.00
$0.00
$595.37
$220.36
$261.52
$346.90
$831.34

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222Z2222Z222Z2Z<KZ2ZKKLXKLAKLKLKLKLKLKLKLKLKLKKLKKKK=<Kx2Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

20200
20205
20206
2021
2022
20220
20225
2023
20240
20245
20250
20251
2031
2032
2039
2041
2042
2049
20500
20501
2051
20520
20525
20526
20550
20551
20552
20553
2059
20600
20605
2061
20610
20612
20615
2062
20650
20660
20661
20662

L'}

- -
-

-

bt I

Procedure Code Description

BIOPSY, MUSCLE

BIOPSY, MUSCLE

BIOPSY MUSCLE PERCUTANEOUS N
MASTOID INCISION

PETRUS PYRAM AIR CEL INC
BIOPSY, BONE

BIOPSY, BONE

MIDDLE EAR INCISION

BIOPSY, BONE

BIOPSY, BONE

BIOPSY VERTEBRAL BODY OPEN T
BIOPSY VERTEBRAL BODY OPEN L
ELECTROCOCHLEOGRAPHY

MID & INNER EAR BIOPSY

MID/IN EAR DX PROC NEC

SIMPLE MASTOIDECTOMY
RADICAL MASTOIDECTOMY
MASTOIDECTOMY NEC

INJECTION, SINUS TRACT
INJECTION, SINUS TRACT

EXCISE MIDDLE EAR LESION
REMOVAL, FOREIGN BODY, MUSCL
REMOVAL FB IN MUSCLE DEEP OR
INJECTION, THERAPEUTIC
INJECTION, LIGAMENT

INJECTION

INJECTION

INJECTION

MIDDLE EAR EXCISION NEC
ARTHROCENTESIS
ARTHROCENTESIS

INNER EAR FENESTRATION
ARTHROCENTESIS

ASPIRATION &/OR INJECTION GANGLION
ASPIRATIOFN AND INJECTION FO
REVIS INNER EAR FENESTRA
INSERTION, PIN, SKELETAL TRA
APPLICATION, CALIPER
APPLICATION OF HALO INC REMO
APPLICATION OF HALO INC REMO

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$112.48
$222.21
$144.70
$0.00
$0.00
$210.57
$216.91
$0.00
$259.37
$516.25
$334.56
$375.21
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$222.42
$137.51
$0.00
$255.28
$373.08
$57.81
$60.12
$57.81
$57.81
$57.81
$0.00
$46.98
$51.34
$0.00
$61.61
$33.97
$247.02
$0.00
$252.51
$148.43
$415.59
$402.52

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 25 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

20663
20664
20665
20670
20680
20690
20692
20693
20694
2071
2072
2079
208
20802
20805
20808
20816
20822
20824
20827
20838
20900
20902
2091
20910
20912
2092
20920
20922
20924
20926
2093
20930
20931
20936
20937
20938
2094
2095
20950

L'}

- -
-

-

bt I

Procedure Code Description

APPLICATION OF HALO INC REMO
APPLICATION OF HALO, 6 OR MORE PINS
REMOVAL, CALIPER

REMOVAL, PIN OR OTHER
REMOVAL, PIN OR OTHER

APP OF A UNIPLANE UNILATERAL
APP OF MULTIPLANE (PINS ORW
ADJ/REVISION OF EXTERNAL FIX
REMOVAL,UNDER ANESTHESIA OF
ENDOLYMPHATIC SHUNT

INNER EAR INJECTION
INC/EXC/DESTR IN EAR NEC
EUSTACHIAN TUBE OPS

REPLANTATION, ARM, COMP AMPUTATION

REPLANTATION, FOREARM; COMPL
REPLANTATION HAND; COMPLETE
REPLANTATION DIGIT COMPLETE
REPLANTATION,DIGIT,EXCLUDING
REPLANTATION, THUMB; COMPLET
REPLANTATION, THUMB;DISTAL T

REPLANTATION, FOOT, COMP AMPUTATION

BONE GRAFT

BONE GRAFT
TYMPANOSYMPATHECTOMY
GRAFT, CARTILAGE

CARTILAGE GRAFT, NASAL SEPTU
MASTOIDECTOMY REVISION
GRAFT, FASCIA LATA

GRAFT, FASCIA LATA

TENDON GRAFT

TISSUE GRAFTS, OTHER

REPAIR OVAL/ROUND WINDOW
ALLOGRAFT FOR SPINE SURGERY
ALLOGRAFT FOR SPINE SURGERY
AUTOGRAFT FOR SPINE SURGERY
AUTOGRAFT SPINE SURGERY ONLY
AUTOGRAFT SPINE SURGERY;STRU
TYMPANIC INJECTION

ELECMAG HEAR DEV IMPLANT
MONITOR INTERSTITIAL FLUID P

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
01/01/1996
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005

Allowed
Amount

$372.80
$600.02
$127.22
$256.07
$295.50
$198.46
$359.66
$655.22
$456.11
$0.00
$0.00
$0.00
$0.00
$2,544.52
$3,150.86
$4,201.37
$2,803.55
$2,495.63
$2,799.08
$2,517.17
$2,451.28
$412.21
$585.55
$0.00
$501.56
$492.27
$0.00
$380.71
$534.85
$480.52
$428.49
$0.00
$159.22
$103.81
$0.00
$159.22
$172.49
$0.00
$0.00
$119.30

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

20955
20956
20957
2096
20962
20969
2097
20970
20972
20973
20974
20975
20979
2098
20982
2099
20999
2100
2101
21010
21015
2102
21025
21026
21029
2103
21030
21031
21032
21034
2104
21040
21044
21045
21046
21047
21048
21049
2105
21050

L'}

- -
-

-

bt I

Procedure Code Description

FIBULA GRAFT WITH MICROVASCU
BONE GRAFT W/MICROVASCULAR A
BONE GRAFT W/MICROVASCULAR A
COCHLEAR PROSTHESIS NOS

BONE GRAFT W/MICROVASCULAR O
FREE OSTEOCUTANEOUS FLAP W/M
COCHL PRSTHESIS SGL CHAN

FREE OSTEOCUTANEOUS FLAP W/M
FREE OSTEOCUTANEOUS FLAP W/M
FREE OSTEOCUTANEOUS FLAP, GR
ELECTRICAL STIMULATION TO Al
ELECTRIC STIMULATION TO AID

LOW INTENSITY ULTRASOUND

COCHL PRSTHESIS MLT CHAN
ABLATION, BONE TUMOR(S)

MID-INNER EAR OPS NEC

REPAIR, MUSCLE WOUND

CONTROL OF EPISTAXIS NOS

ANT NASAL PACK FOR EPIST
ARTHROTOMY, TEMPOROMANDIBULAR
RADICAL RESECTION TUMOR FACE
POST NASAL PAC FOR EPIST

EXCISION OF BONE, MANDIBLE
EXCISION OF FACIAL BONES

REMOVAL BY CONTOURING BENIGN
CAUTERY TO STOP EPISTAX
EXCISION, TUMOR, FACIAL BONE
EXCISION TORUS MANDIBULARIS
EXCISION TORUS PALATINUS
EXCISION MALIGNANT TUMOR OF
ETHMOID ART LIGAT-EPIST

EXCISION, TUMOR, MANDIBLE
EXCISION OF MALIGNANT TUMOR
EXCISION OF MALIGNANT TUMOR
EXCISION OF BEGNIGN TUMOR OR CYST
EXCISION OF BENIGN TUMOR OR CYST
EXCISION OF BENIGN TUMOR OR CYST
EXCISION OF BENIGN TUMOR OR CYST
MAX ART LIG FOR EPISTAX
ARTHRECTOMY, TEMP-MANDBLR JN

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
01/01/1976
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005

Allowed
Amount

$2,499.37
$2,450.72
$2,286.19
$0.00
$2,451.80
$2,760.76
$0.00
$2,628.76
$2,261.62
$2,740.61
$39.50
$148.25
$42.20
$0.00
$47.51
$0.00
$0.00
$0.00
$0.00
$613.92
$443.67
$0.00
$620.98
$354.62
$528.24
$0.00
$424.18
$233.71
$233.19
$956.92
$0.00
$179.48
$717.93
$955.08
$793.69
$983.26
$817.49
$938.14
$0.00
$797.02

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

2106
21060
2107
21070
21076
21079
21080
21081
21082
21083
21084
21085
21086
21087
21088
21089

2109

211

21100
21110
21116
21120
21121
21122
21123
21125
21127
21138
21141
21142
21143
21145
21146
21147
21150
21151
21154
21155
21159
21160

L'}

- -
-

-

bt I

Procedure Code Description

EXT CAROT ART LIG-EPIST
MENISCECTOMY

NASAL SEPT GRFT-EPISTAX
CORONOIDECTOMY
IMPRESSION/CUSTOM PREP; SURG
IMPRESSION/CUSTOM PREP INTER
DEFINITIVE OBTURATOR PROTHES
MANDIBULAR RESECTION PROSTHESIS
PALATAL AUGMENTATION PROSTHESIS
PALATAL LIFT PROSTHESIS

SPEECH AID PROSTHESIS
IMPRESSION & CUSTOM PREPARAT
AURICULAR PROSTHESIS

NASAL PROSTHESIS (DESIGNED P
FACIAL PROSTHESIS (DESIGNED
UNLISTED MAXILLOFACIAL PROSTHETIC
EPISTAXIS CONTROL NEC

INCISION OF NOSE

APPLICATION, HALO

APPL, INTERDENTAL FIX APPLNC
INJECTION PROCEDURE FOR TEMP
GENIOPLASTY; AUGMENTATION AU
SLIDING OSTEOTOMY, SINGLE PI
SLIDING OSTEOTOMIES TWO OR M
GENIOPLASTY, AUGMENTATION SL
AUGMENTATION MANDIBULAR BODY
AUGMENTATION,MANDIBULAR BODY
REDUCTION FOREHEAD CONTOURIN
RECONSTRUCT MIDFACE,LEFORT 1
RECONSTRUCT MIDFACE,LEFORT 1
RECONSTRUCT MIDFACE LEFORT 1
RECONSTRUCT MIDFACE SINGLE P
RECONSTRUCT MIDFACE 2 PIECES
RECONSTRUCT MIDFACE 3 OR MOR
RECONSTRUCT MIDFACE LEFORT |
RECONSTRUCT MIDFACE LEFORT |
RECONSTRUCT MIDFACE LEFORT |
RECONSTRUCT MIDFACE, LEFORT
RECONSTRUCT MIDFACE LEFORT |
RECONSTRUCT MIDFACE LEFORT |

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/1996
01/01/1997
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$739.31
$0.00
$517.48
$834.02
$1,412.79
$1,601.61
$1,266.29
$1,133.78
$1,231.41
$1,240.69
$554.48
$1,376.04
$1,543.10
$0.00
$0.00
$0.00
$0.00
$342.05
$366.00
$290.24
$445.59
$538.87
$580.00
$676.68
$711.13
$766.18
$757.16
$1,034.50
$1,153.97
$1,091.32
$1,142.28
$1,168.09
$1,210.05
$1,496.27
$1,759.96
$1,882.89
$2,107.48
$2,367.39
$2,755.94

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222 <Z222Z22Z222Z2222Z222<K2Z2<<Z2<LK<<KzzzzzZz

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

21172
21175
21179
21180
21181
21182
21183
21184
21188
21193
21194
21195
21196
21198
21199
21206
21208
21209
2121
21210
21215
2122
21230
21235
21240
21242
21243
21244
21245
21246
21247
21248
21249
21255
21256
21260
21261
21263
21267
21268

L'}

- -
-

-

bt I

Procedure Code Description

RECONSTRUCT SUPERIOR-LATERAL
RECONSTRUCT,BIFRONTAL,SUP-LA
RECONSTRUCT ENTIRE OR MAJORI
RECONSTRUCT FOREHEAD/SUPRAOR
REMOVAL CONTOURING BENIGN TU
RECONSTRUCT ORBITAL WALLS RI
RECONST. ORBITAL WALLS RIMS
RECONSTRUCT ORBIT WALL TOTAL
RECONST. MIDFACE OSTEOTOMIES
RECONSTRUCTION OF MANDIBULAR
RECONSTRUCTION AND BONE GRAF
RECONSTRUCT OF MANDIBULARRAM
RECONSTRUCT MANDIBULAR RAMUS
OSTEOTOMY, MANDIBLE, SEGMENT
OSTEOTOMY,MANDIBLE,SEGMENTAL
OSTEOPLASY, MAXILLA, SEGMENT
OSTEOPLASTY FACIAL BONES AUG
OSTEOPLASTY, FACIAL BONES AU
RHINOSCOPY

GRAFT, FACIAL BONE

BONE GRAFT, MANDIBLE

NASAL BIOPSY

GRAFT, CARTILAGE

GRAFT, CARTILAGE

ARTHROPLASTY, TEMP-MANDBL JN
TEMP MAND JOINT ARTHROPLASTY
ARTHROPLASTY TMJ W/PROSTHETI
RECONSTRUCT MANDIBLE EXTRAOR
RECONSTRUCTION OF MANDIBLE O
RECONSTRUCT MANDIBLE/MAXILLA
RECONSTRUCT MANDIBULAR CONDY
RECONSTRUCT MAXILLA/MANDIBLE
RECONSTRUCT MANDIBLE/MAXILLA
RECONSTRUCT ZYGOMATIC ARCH &
RECONSTRUCT ORBIT W/OSTEOTOM
PERIORBITAL OSTEOTOMY FOR OR
PERIORBITAL OSTEOTOMIES W/BO
PERIORBITAL OSTEOTOMIES W/FO
ORBITAL REPOSITION, PERIORSBI
ORBITAL REPOSITIONING, PERIO

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,576.90
$1,942.88
$1,472.03
$1,551.52
$653.57
$1,930.63
$2,078.66
$2,097.67
$1,366.16
$1,001.10
$1,150.41
$1,050.69
$1,134.11
$935.10
$957.34
$836.12
$680.69
$518.73
$0.00
$675.65
$702.34
$0.00
$763.59
$644.35
$916.18
$850.22
$1,243.68
$760.02
$1,263.56
$807.95
$1,521.28
$726.02
$1,033.93
$1,057.09
$1,059.79
$1,064.67
$1,835.57
$1,560.93
$1,192.12
$1,395.65

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

21270
21275
21280
21282
2129
21295
21296
21299
2130
21300
2131
21310
21315
2132
21320
21325
21330
21335
21336
21337
21338
21339
21340
21343
21344
21345
21346
21347
21348
21355
21356
21360
21365
21366
21385
21386
21387
21390
21395
214

Wiy
.i

bt I

Procedure Code Description

MALAR AUGMENTATION PROSTHETI
SECONDARY REVISION FOR ORBIT
MEDIAL CANTHOPEXY

LATERAL CANTHOPEXY

NASAL DX PROC NEC

REDUCTION OF MASSETER MUSCLE & BON
REDUCTION OF MASSETER MUSCLE & BON

UNLISTED CRANIOFACIAL AND MA
NASAL LESION EXCIS NOS

CLOSED SKULL FX WO/OPERATION
INTRANAS LES DESTRUCTION
TREAT CLOSED/OPEN NASAL FX W
FRACTURE, NASAL

NASAL LES DESTRUCT NEC
FRACTURE, NASAL

FRACTURE, NASAL

FRACTURE, NASAL

FRACTURE, NASAL

OPEN TX NASAL SEPTAL FX W/WO
TREATMENT OF CLOSED NASAL SE
OPEN TREATMENT NASOETHMOID F
TREATMENT OF NASOETHMOID FRA
TREAT CLOSED/OPEN NASOETHMOI
OPEN TREAT DEPRESSED FRONTAL
OPEN TREAT COMPLICATED FRONT
FRACTURE, NASO-MAXILLARY
FRACTURE, NASO-MAXILLARY
FRACTURE, NASO-MAXILLARY
OPEN TREATMENT NASOMAXILLARY
FRACTURE, MALAR AREA

OPEN TREAT DEPRESSED ZYGOMAT
FRACTURE, MALAR AREA
FRACTURE, MALAR AREA

OPEN TREAT COMPLICATED FX MA
ORBITAL FLOOR FRACTURE

OPEN TREAT ORBITAL FLOOR FX
OPEN TREAT ORBITAL FLOOR FX
ORBITAL FLOOR FRACTURE
ORBITAL FLOOR FRACTURE
RESECTION OF NOSE

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
01/01/2003
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989

Allowed
Amount

$724.69
$787.42
$429.00
$307.11
$0.00
$200.77
$293.54
$0.00
$0.00
$119.04
$0.00
$110.94
$171.78
$0.00
$233.11
$264.56
$389.70
$564.04
$403.69
$274.25
$432.13
$535.34
$693.20
$798.65
$1,197.80
$646.80
$731.68
$797.38
$1,010.41
$269.48
$265.30
$431.62
$949.04
$1,137.06
$606.93
$622.04
$645.80
$665.73
$781.57
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222222Z2Z222Z2222Z2222Z22<Z22z22zZ22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Fee Schedule

Procedure
Code

21400
21401
21406
21407
21408
21421
21422
21423
21431
21432
21433
21435
21436
21440
21445
21450
21451
21452
21453
21454
21461
21462
21465
21470
21480
21485
21490
21493
21494
21495
21497
21499
215
21501
21502
21510
21550
21555
21556
21557

L'}

- -
-

-

bt I

Procedure Code Description

FRACTURE, ORBIT

FRACTURE, ORBIT

FRACTURE, ORBIT

FRACTURE, ORBIT

OPEN TREAT FX ORBIT W/BONE G
FRACTURE, PALATAL RIDGE

OPEN TREAT PATATAL OR MAXILL
OPEN TREAT PALATAL MAXILLARY
CRANIO-FACIAL SEPARATION

OPEN TREAT CRANIOFACIAL SEPA
OPEN TREAT CRANIOFACIAL SEPA
COMPLICATED UTILIZING INTERN
COMPLICATED MULTIPLE SURGICA
MANIPULATIVE TREATMENT OF AL
OPEN TREAT MANDIBULAR-MAXILL
CLOSED TREAT MANDIBULAR FX W
CLOSED TREAT MANDIBULAR FX W
PERCUTANEOUS TREAT MANDIBULA
TREATMENT OF OP MANDIBULAR F
OPEN TRTMNT CLCS/OPN MANDIBU
FRACTURE, MANDIBULAR
FRACTURE, MANDIBULAR

OPEN TREAT MANDIBULAR CONDYL
OPEN TREAT COMPLICATED MANDI
DISLOCATN, TEMPORO-MANDIBULA
CLOSED TREAT TEMPOROMANDIBUL
OPEN TREAT TEMPORMANDIBULAR
CLOSED TREAT HYOID FX WO/MAN
CLOSED TREAT HYOID FX W/MANI
OPEN TREAT HYOID FX
INTERDENATAL WIRING FOR COND

UNLISTED MUSCULOSKELETAL PROCEDUR

SUBMUC NASAL SEPT RESECT
INCISN & DRNGE, ABSCESS, NEC
INCISN & DRNGE, ABSCESS, NEC
INCISION DEEP W/OPENING OF B
EXCISIONAL BIOPSY, SOFT TISS
EXCISION TUMOR SOFT TISSUE O
EXCISN, TUMR, SUBFASCIAL, NE
RADICAL RESECTION OF TUMOR S

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$161.23
$266.92
$500.91
$586.05
$808.24
$431.46
$574.01
$676.80
$543.11
$586.13
$1,528.72
$1,079.77
$1,580.96
$280.85
$439.54
$324.10
$395.76
$517.59
$450.13
$431.52
$582.00
$699.27
$722.15
$917.63
$76.36
$275.44
$704.99
$169.05
$373.14
$386.68
$299.17
$0.00
$0.00
$292.35
$503.64
$465.63
$153.13
$304.46
$318.52
$595.16

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

21600
2161
21610
21615
21616
2162
21620
21627
21630
21632
21685
2169
21700
21705
2171
2172
21720
21725
21740
21742
21743
21750
21800
21805
2181
21810
2182
21820
21825
2183
2184
2185
2186
2187
2188
2189
21899
2191
21920
21925

L'}

- -
-

-

bt I

Procedure Code Description

EXCISION, RIB

DIATHER/CRYO TURBINECTOM
COSTOTRANSVERSECTOMY
BIOPSY, RIB

EXCISION FIRST AND/OR CERVIC
TURBINATE FRACTURE
OSTECTOMY OF STERNUM PARTIAL
EXCISION, STERNAL DEBRIDEMENT
RADICAL RESECTION OF STERNUM
EXCISION WITH MEDIASTINAL LY
HYOID MYOTOMY AND SUSPENSION
TURBINECTOMY NEC

DIVISION, SCALENUS ANTICUS
DIVISION, SCALENUS ANTICUS
CLOS REDUCTION NASAL FX

OPEN REDUCTION NASAL FX
DIVISION, STERNOCLEIDOMASTOI
DIVISION, STERNOCLEIDOMASTOI
PECTUS EXCAVATUM OR CARINATU
RECONSTRUCTIVE REPAIR OF PECTUS
RECONSTRUCTIVE REPAIR OF PECTUS
CLOSE STERNOTOMY SEPARATION
FRACTURE, RIB

RIB FX OPEN OR COMPLICATED
NASAL LACERATION SUTURE

RIB FX OPEN/CLOSED REQUIRING
NASAL FISTULA CLOSURE
STERNUM FX CLOSED

STERNUM FX OPEX

TOT NASAL RECONSTRUCTION
REVISION RHINOPLASTY
AUGMENTATION RHINOPLASTY
LIMITED RHINOPLASTY
RHINOPLASTY NEC

SEPTOPLASTY NEC

NASAL REPAIR NEC

UNLISTED PROC, NECK, THORAX
LYSIS OF NASAL ADHESIONS
BIOPSY SOFT TISSUE BACK/FLAN
BIOPSY SOFT TISSUE BACK/FLAN

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
01/01/2003
01/01/2003
07/01/2005
07/01/2005
07/01/2005
03/01/1994
07/01/2005
03/01/1994
07/01/2005
07/01/2005
09/01/1998
09/01/1998
03/01/1994
09/01/1998
03/01/1994
09/01/1998
03/01/1994
04/01/2004
11/01/1989
07/01/2005
07/01/2005

Allowed
Amount

$520.50
$0.00
$931.86
$638.28
$752.74
$0.00
$527.05
$661.76
$1,124.84
$1,100.62
$417.94
$0.00
$513.41
$622.37
$0.00
$0.00
$506.82
$508.61
$1,055.70
$0.00
$0.00
$723.31
$112.48
$239.05
$0.00
$505.28
$0.00
$141.29
$609.10
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$155.60
$506.18

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 22<2Z2222Z2222Z222222222Z2222Z2222Z2222Z2222Z2222Z2222Z2Z22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

21930
21935
2199
2200
2201
22010
22015
2202
22100
22101
22102
22103
2211
22110
22112
22114
22116
2212
2219
222
22210
22212
22214
22216
22220
22222
22224
22226
22305
2231
22310
22315
22318
22319
22325
22326
22327
22328
2239
2241

L'}

- -
-

-

bt I

Procedure Code Description

EXCISION TUMOR SOFT TISSUE B
RADICAL RESECTION OF TUMOR,

NASAL OPERATION NEC

SINUS ASPIRAT/LAVAGE NOS

SINUS PUNCT FOR LAVAGE

INCISION AND DRAINAGE

INCISION AND DRAINAGE, OPEN,

SINUS LAVAGE THRU OSTIUM

RESECTION, VERTEBRAL COMPONE
RESECTION, VERTEBRAL COMPONE
RESECTION, VERTEBRAL COMPONE
EXCISE POST VERTERAL COMPONE
CLOSED NASAL SINUS BIOPS

EXCISION, PRTL, VERTEBRAL BD

PARTIAL EXCISION VERTEBRAE T

PARTIAL EXCISION OF VERTEBRA LUMBAR
EXCISE VERTEBRAL BODY/BONY L

OPEN NASAL SINUS BIOPSY

NASAL SINUS DX PROC NEC

INTRANASAL ANTROTOMY

OSTEOTOMY SPINE POSTERIOR AP
OSTEOTOMY OF SPINE; THORACIC
OSTEOTOMY OF SPINE; LUMBAR
OSTEOTOMY SPINE,ONE SEGMENT; EA AD
OSTEOTOMY OF SPINE; CERVICAL
OSTEOTOMY OF SPINE; THORCIC
OSTEOTOMY OF SPINE; LUMBAR
OSTEOTOMY SPINE/DISKECTOMY,SINGLE;E
CLOSED TREAT VERTEBRAL PROCE
RADICAL MAXILLARY ANTROT

CLOSED TREAT VERTEBRAL BODY
CLOSED TREATMENT OF VERTEBRA
OPEN TREATMENT, ODONTOID FRACTURE
OPEN TREATMENT, ODONTOID FRACTURE
FRACTURE, VERTEBRAL BODY
VERTEBRAL FRACTURE; CERVICAL
FRACTURE AND/OR DISLOCATION
TX/REDUCTION VERTEBRAL FRACTURE;EA
EXT MAXILLARY ANTROT NEC

FRONTAL SINUSOTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
01/01/2006
01/01/2006
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989

Allowed
Amount

$339.24
$1,127.70
$0.00
$0.00
$0.00
$672.86
$666.98
$0.00
$654.96
$679.54
$683.23
$133.02
$0.00
$864.49
$858.91
$851.36
$132.52
$0.00
$0.00
$0.00
$1,510.93
$1,232.51
$1,257.36
$344.85
$1,352.21
$1,329.49
$1,352.19
$342.43
$186.45
$0.00
$258.28
$651.28
$1,348.77
$1,527.27
$1,200.27
$1,288.10
$1,251.43
$258.38
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 33 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

2242
2250
22505
2251
2252
22520
22521
22522
2253
22532
22533
22534
22548
22554
22556
22558
22585
22590
22595
2260
22600
2261
22610
22612
22614
2262
2263
22630
22632
2264
2271
2279
22800
22802
22804
22808
22810
22812
22818
22819

L'}

- -
-

-

bt I

Procedure Code Description

FRONTAL SINUSECTOMY

SINUSOTOMY NOS

SPINAL MANIPULATION

ETHMOIDOTOMY

SPHENOIDOTOMY

PERCUTANEOUS VERTEBROPLASTY
PERCUTANEOUS VERTEBROPLASTY
PERCUTANEOUS VERTEBROPLASTY
MULTIPLE SINUS INCISION

ARTHRODESIS, LATERAL EXTRACAVITARY
ARTHRODESIS, LATERAL EXTRACAVITARY
ARTHRODESIS, LATERAL EXTRACAVITARY
ARTHRODESIS, CLIVUS-C1-C2
ARTHRODESIS

ARTHRODESIS, ANTERIOR INTERB
ARTHRODESIS ANTERIOR INTERBO
ARTHRODESIS ANTERIOR OR ANTE
ARTHRODESIS, POSTERIOR TECHN
ARTHRODESIS POSTERIOR TECHNI
SINUSECTOMY NOS

ARTHRODESIS, CERVICAL

C-LUC EXC MAX SINUS LES
ARTHRODESIS LOCAL BONE ALLOG
ARTHRODESIS

ARTHRODESIS, SINGLE LEVEL; E

EXC MAX SINUS LESION NEC
ETHMOIDECTOMY

ARTHRODESIS, POSTERIOR INTER
ARTHRODESIS INTERBODY, SINGL
SPHENOIDECTOMY

NASAL SINUS FISTULA CLOS

NASAL SINUS REPAIR NEC

SCOLIOSIS CORRECTION

SCOLIOSIS CORRECTION
ARTHRODESIS,POST,SPINAL DEFO
ARTHRODESIS,ANT,SPINAL DEFOR
ARTHRODESIS ANTERIOR-SPINAL
ARTHRODESIS POSTERIOR FOR SP
KYPHECTOMY,EXPOSURE OF SPINE,1-2 SE
KYPHECTOMY, EXPOSE SPINE, 3 OR MORE

For Informational Purposes Only!

Price
Effective Allowed Technical
Date Amount Component
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $223.53 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $476.02 0.0%
07/01/2005 $446.79 0.0%
07/01/2005 $218.98 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,390.04 0.0%
07/01/2005 $1,304.84 0.0%
07/01/2005 $218.98 0.0%
07/01/2005 $1,618.64 0.0%
07/01/2005 $1,195.53 0.0%
07/01/2005 $1,469.12 0.0%
07/01/2005 $1,364.98 0.0%
07/01/2005 $314.28 0.0%
07/01/2005 $1,322.61 0.0%
07/01/2005 $1,246.42 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,052.51 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,054.46 0.0%
07/01/2005 $1,336.63 0.0%
07/01/2005 $367.94 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,348.96 0.0%
07/01/2005 $295.71 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,179.20 0.0%
07/01/2005 $1,915.71 0.0%
07/01/2005 $2,210.56 0.0%
07/01/2005 $1,629.55 0.0%
07/01/2005 $1,820.79 0.0%
07/01/2005 $1,986.19 0.0%
07/01/2005 $1,954.61 0.0%
07/01/2005 $2,140.52 0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

ZZ << << <K< <K<ZZZ<K<K<K<XZZ<K<<<Z<Z<K<<L<<K< <K<K << <<<2Z22222222

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 34 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

22830
22840
22841
22842
22843
22844
22845
22846
22847
22848
22849
22850
22851
22852
22855
22899
229
22900
22999
23000
2301
23020
23030
23031
23035
23040
23044
23065
23066
23075
23076
23077
2309
23100
23101
23105
23106
23107
2311
23120

L'}

- -
-

-

bt I

Procedure Code Description

EXPLORATION OF SPINAL FUSION
POSTERIOR INSTRUMENTATION WO
INTERNAL SPINAL FIX BY WIRIN
POSTERIOR INSTRUMENTATION; S
POST SEGMENTAL INSTRUMENTATI
POST SEGMENTAL INSTRUMENTATI
ANTERIOR INSTRUMENTATION
ANTERIOR INSTRUMENTATION,; 4-
ANTERIOR INSTRUMENTATION; 8
PELVIC FIXATION OTHER THAN S
REINSERTION OF SPINAL FIXATI
HARRINGTON ROD REMOVAL
APPLY PROSTHETIC DEVICE VERT
REMOVAL OF POSTERIOR SEGMENT
REMOVAL OF ANTERIOR INSTRUME
UNLISTED PROCEDURE, SPINE
OTHER NASAL SINUS OPS
EXCISION, TUMOR, ABDOMINL WA
UNLISTED PROCEDURE, ABDOMEN
REMOVAL SUBDELTOID CALCAREOU
DECIDUOUS TOOTH EXTRACT
CAPSULAR CONTRACTURE RELEASE
DRAINAGE, ABSCESS, SHOULDER
DRAINAGE, BURSA, INFECTED
INCISION, SHOULDER
ARTHROTOMY, GLENOHUMERAL
ARTHROTOMY, ACROMIOCAVICULAR
BIOPSY, SOFT TISSUE OF SHOUL
BIOPSY, SOFT TISSUE OF SHOUL
EXCISION TUMOR SHOULDER AREA
EXCISION, TUMOR, SHOULDER
RADICAL RESECTION OF TUMOR,
TOOTH EXTRACTION NEC
ARTHROTOMY, GLENOHUMERAL
ARTHROTOMY FOR BX OR EXC TOR
SYNOVECTOMY, GLENOHUMERAL
ARTHROTOMY, ACROMIOCAVICULAR
ARTHROTOMY, GLENOHUMERAL JOI
RESIDUAL ROOT REMOVAL
CLAVICULECTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
09/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
04/01/2004
11/01/1989
07/01/2005
01/01/1976
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005

Allowed
Amount

$754.39
$714.80
$0.00
$716.10
$767.37
$942.27
$682.29
$710.14
$774.21
$343.85
$1,188.90
$664.14
$378.96
$634.18
$980.69
$0.00
$0.00
$365.40
$0.00
$464.64
$0.00
$691.85
$342.54
$296.22
$864.49
$741.47
$628.51
$170.45
$434.34
$268.93
$566.73
$1,088.37
$0.00
$520.28
$500.04
$653.25
$535.77
$676.01
$0.00
$589.56

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

<

2 2222222222222 222Z222Z2222Z222<22<KK2Z2<K<KKLK<LKKKKKKKKKL

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

23125
23130
23140
23145
23146
23150
23155
23156
23170
23172
23174
23180
23182
23184
2319
23190
23195
232
23200
23210
23220
23221
23222
233
23330
23331
23332
23350
23395
23397
23400
23405
23406
2341
23410
23412
23415
2342
23420
2343

Wiy
.i

bt I

Procedure Code Description

CLAVICULECTOMY
ACROMIOPLASTY-ACROMIONECTOMY
EXCISION, CYST, CLAVICLE
EXCISION, CYST, CLAVICLE
EXCISION, CYST, CLAVICLE
EXCISION, CYST, HUMERAL HEAD
EXCISION, CYST, HUMERAL HEAD
EXCISION, CYST, HUMERAL HEAD
SEQUESTRECTOMY, CLAVICLE
SEQUESTRECTOMY, SCAPULA
SEQUESTRECTOMY, HUMERAL HEAD
EXCISION, PARTIAL, CLAVICLE
EXCISION, PARTIAL, SCAPULA
EXCISN, PTL, PROXIMAL HUMERU
SURG TOOTH EXTRACT NEC
OSTECTOMY, SCAPULA
RESECTION, HUMERAL HEAD
TOOTH RESTOR BY FILLING
RESECTION, CLAVICLE

RESECTION, SCAPULA

RESECTION, PROXIMAL HUMERUS
RADICAL RESECTION FOR TUMOR,
RESECTION, PROXIMAL HUMERUS
TOOTH RESTORAT BY INLAY
REMOVAL OF FEREIGN BODY; SUB
REMOVAL, FGN BODY, SHOULDER
REMOVAL, IMPLANT, SHOULDER J
ARTHROGRAPHY, SHLDR, INJ PRO
TRANSFER, MUSCLE, SHOULDER
TRANSFER, MUSCLE, SHOULDER
SCAPULOPEXY

TENOMYOTOMY, SHOULDER
TENOMYOTOMY, SHOULDER
CROWN APPLICATION

REPAIR, MUSCULOTENDINOUS CUF
REPAIR, MUSCULOTENDINOUS CUFF
CORACOACROMIAL LIGAMNT RELEA
FIXED BRIDGE INSERTION

REPAIR, SHOULDER CUFF AVULSI
INSERT REMOVABLE BRIDGE

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1995
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
01/01/1998

Allowed
Amount

$717.40
$615.60
$537.53
$709.03
$655.65
$661.11
$801.82
$679.30
$636.54
$582.57
$753.98
$862.42
$847.55
$903.03
$0.00
$567.11
$709.80
$0.00
$937.29
$940.26
$1,075.71
$1,243.96
$1,605.48
$0.00
$272.96
$604.77
$848.40
$275.29
$1,114.08
$1,079.65
$1,002.12
$640.94
$797.11
$0.00
$894.32
$944.38
$722.02
$0.00
$973.39
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

23430
23440
23450
23455
23460
23462
23465
23466
23470
23472
23480
23485
2349
23490
23491
235
23500
23505
23515
23520
23525
23530
23532
23540
23545
23550
23552
23570
23575
23585
236
23600
23605
23615
23616
23620
23625
23630
23650
23655

L'}

- -
-

-

bt I

Procedure Code Description

TENODESIS, BICEPS

RESECTION, LONG TENDON, BICE
CAPSULORRHAPHY, SHOULDER JOI
CAPSULORRHAPHY, SHOULDER JOI
CAPSULORRHAPHY, SHOULDER JOI
CAPSULORRHAPHY, SHOULDER JOI
CAPSULORRHAPHY, SHOULDER JOI
CAPSULORRHAPHY ANY TYPE MULT
ARTHROPLASTY, HUMERAL IMPLAN
ARTHROPLASTY W/GLENOID AND P
OSTEOTOMY, CLAVICLE
OSTEOTOMY, CLAVICLE

DENTAL RESTORATION NEC
PROPHYLACTIC TREATMENT; CLAV
PROPHYLACTIC TREATMENT;PROXI
TOOTH IMPLANTATION

FRACTURE CLAVICLE

FRACTURE, CLAVICLE

FRACTURE, CLAVICLE
DISLOCATION, STERNOCLAVICULA
DISLOCATION, STERNOCLAVICULA
DISLOCATION, STERNOCLAVICULA
DISLOCATION, STERNOCLAVICULA
DISLOCATION, ACROMIOCLAVICUL
TREATMENT CLOSED ACROMIOCLAV
DISLOCATION, ACROMIOCLAVICUL
DISLOCATION, ACROMIOCLAVICUL
CLOSED TX SCAPULAR FRACTURE;
FRACTURE, SCAPULAR

FRACTURE, SCAPULAR

PROSTHET DENTAL IMPLANT
FRACTURE, HUMERAL NECK
FRACTURE, HUMERAL NECK
FRACTURE, HUMERAL NECK

OPEN TREAT W/PROXIMAL HUMERA
FRACTURE, HUMERAL NECK
FRACTURE, HUMERAL NECK
FRACTURE, HUMERAL NECK
DISLOCATION, SHOULDER
DISLOCATION, SHOULDER

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$753.27
$785.44
$946.63
$1,004.13
$1,062.57
$1,042.36
$1,077.98
$998.88
$1,162.26
$1,377.76
$825.50
$949.97
$0.00
$901.02
$995.55
$0.00
$207.45
$339.51
$557.83
$211.66
$374.11
$540.98
$595.48
$235.26
$288.95
$551.69
$617.20
$212.42
$361.31
$653.03
$0.00
$299.22
$462.39
$697.24
$1,357.60
$268.95
$393.94
$554.35
$311.97
$319.04

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

23660
23665
23670
23675
23680
2370
23700
2371
2372
2373
23800
23802
23900
23920
23921
23929
23930
23931
23935
240
24000
24006
24065
24066
24075
24076
24077
24100
24101
24102
24105
2411
24110
24115
24116
2412
24120
24125
24126
24130

L'}

- -
-

-

bt I

Procedure Code Description

DISLOCATION, SHOULDER
DISLOCATION, SHOULDER
DISLOCATION, SHOULDER
DISLOCATION, SHOULDER
DISLOCATION, SHOULDER

ROOT CANAL NOS

MANIPULATION, SHOULDER

ROOT CANAL W IRRIGATION

ROOT CANAL W APICOECTOMY
APICOECTOMY

FUSION, SHOULDER JOINT

FUSION, SHOULDER JOINT
AMPUTATION, FOREQUARTER
DISARTICULATION, SHOULDER
DISARTICULATION, SHOULDER
UNLISTED PROCEDURE, SHOULDER
DRAINAGE, ABSCESS, HUMERUS
DRAINAGE ABSCESS ELBOW INFEC
INCISION DEEP OPENING BONE C
GUM OR ALVEOLAR INCISION
ARTHROTOMY, ELBOW
ARTHROTOMY ELBOW W/CAPSULAR
BIOPSY SOFT TISSUE UPPER ARM
BIOPSY,SOFT TISSUE UPPER ARM
EXCISION, TUMOR,UPPER ARM OR
EXCISION, TUMOR, HUMERUS
RADICAL RESECTION OF TUMOR;
ARTHROTOMY, ELBOW
ARTHROTOMY W/JOINT EXPLORE W
ARTHROTOMY, ELBOW

EXCISION, BURSA, OLECRANON
GUM BIOPSY

EXCISION, CYST, HUMERUS
EXCISION, CYST, HUMERUS
EXCISION, CYST, HUMERUS
ALVEOLUS BIOPSY

EXCISION, CYST, HUMERUS
EXCISION, CYST, HUMERUS
EXCISION, CYST, HUMERUS
EXCISION, RADIAL HEAD

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
01/01/1998
01/01/1998
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
07/01/2005
07/01/2005
07/01/2005
07/01/1991
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$561.33
$425.56
$592.62
$504.52
$714.36
$0.00
$212.08
$0.00
$0.00
$0.00
$1,017.61
$1,163.46
$1,295.31
$1,013.72
$432.27
$0.00
$313.13
$258.49
$660.67
$0.00
$423.82
$643.87
$259.02
$478.78
$406.57
$483.69
$917.51
$381.41
$461.36
$567.07
$312.67
$0.00
$606.22
$724.46
$858.62
$0.00
$485.25
$520.48
$572.93
$469.21

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

24134
24136
24138
24140
24145
24147
24149
24150
24151
24152
24153
24155
24160
24164
2419
242
24200
24201
24220
24300
24301
24305
2431
24310
2432
24320
24330
24331
24332
24340
24341
24342
24343
24344
24345
24346
24350
24351
24352
24354

L'}

- -
-

-

bt I

Procedure Code Description

SEQUESTRECTOMY, HUMERUS
SEQUESTRECTOMY, RADIAL HEAD
SEQUESTRECTOMY, OLECRANON PR
EXCISION, PARTIAL, HUMERUS
EXCISION, PARTIAL, RADIAL HE
EXCISION, PTL, OLECRANON PRC
RADICAL RESECTION-CAPSULE, S
RESECTION, HUMERUS

RADICAL RESECTION FOR TUMOR
RADICAL RESECTION FOR TUMOR
RADICAL RESECTION TUMOR RADI
RESECTION, ELBOW JOINT
REMOVAL, IMPLANT, ELBOW JOIN
REMOVAL, IMPLANT, RADIAL JOI
TOOTH & GUM DX PROC NEC
GINGIVOPLASTY

REMOVAL FOREIGN BODY,UPPER A
REMOVAL FB UPPER ARM/ELBOW D
ARTHROGRAPHY, ELBOW, INJ PRC
MANIPULATION

TRANSFER, TENDON, ARM
LENGTHENING, TENDON, UPPER A
GUM LESION EXCISION
TENOTOMY, UPPER ARM

SUTURE OF GUM LACERATION
TENOPLASTY, UPPER ARM
FLEXOR-PLASTY, ELBOW
FLEXOR-PLASTY, ELBOW
TENOLSIS

TENODESIS, ELBOW

REPAIR TENDON/MUSCLE, UPPER
REINSERTION, TENDON, UPPER A
REPAIR LATERAL COLLATERAL
RECONSTRUCTION LATERAL COLLATERAL
REPAIR MEDIAL COLLATERAL
RECONSTRUCTION LIGAMENT, ELBOW
FASCIOTOMY, UPPER ARM
FASCIOTOMY, UPPER ARM
FASCIOTOMY, UPPER ARM
FASCIOTOMY LATERAL OR MEDIAL

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$919.24
$537.39
$576.59
$903.58
$668.90
$667.03
$918.70
$1,003.74
$1,150.72
$712.95
$676.37
$767.41
$558.17
$468.59
$0.00
$0.00
$257.61
$452.50
$416.90
$324.87
$691.96
$540.52
$0.00
$507.26
$0.00
$771.31
$658.15
$714.82
$455.05
$559.53
$563.51
$719.02
$594.90
$898.90
$594.90
$898.90
$408.64
$449.77
$479.54
$475.69

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

24356
24360
24361
24362
24363
24365
24366
2439
244
24400
24410
24420
24430
24435
24470
24495
24498
245
24500
24505
24515
24516
24530
24535
24538
24545
24546
24560
24565
24566
24575
24576
24577
24579
24582
24586
24587
246
24600
24605

L'}

- -
-

-

bt I

Procedure Code Description

FASCIOTOMY LATERAL/MEDIAL W/
ARTHROPLASTY, ELBOW
ARTHROPLASTY ELBOW W/DISTAL
ARTHROPLASTY ELBOW W/IMPLANT
ARTHROPLASTY ELBOW W/IMPLANT
ARTHROPLASTY, RADIAL HEAD
ARTHROPLASTY, RADIAL HEAD
GUM OPERATION NEC

EXC OF DENTAL LES OF JAW
OSTEOTOMY, HUMERUS
OSTEOTOMY, HUMERUS
OSTEOPLASTY, HUMERUS

REPAIR, MALUNION, HUMERUS
REPAIR, MALUNION, HUMERUS
HEMI-EPIPHYSEAL ARREST, HUME
DECOMPRESSION FASCIOTOMY FOR
PROPHYLACTIC TREATMENT; HUME
ALVEOLOPLASTY

FRACTURE, HUMERAL SHAFT
FRACTURE, HUMERAL SHAFT
FRACTURE, HUMERAL SHAFT

OPEN TREAT HUMERAL SHAFT FX
FRACTURE, TRANSCONDYLAR
FRACTURE, TRANSCONDYLAR
FRACTURE, TRANSCONDYLAR
FRACTURE, TRANSCONDYLAR
CLOSED TREAT HUMERAL CONDYLA
FRACTURE, EPICONDYLAR
FRACTURE, EPICONDYLAR
PERCUTANEOUS SKELETAL FIXATI
FRACTURE, EPICONDYLAR
FRACTURE, CONDYLAR

FRACTURE, CONDYLAR

FRACTURE, CONDYLAR
PERCUTANEOUS SKELETAL FIXATI
OPEN TREAT C/O ELBOW FX W/EL
OPEN TREAT CLOSED/OPEN ELBOW
EXPOSURE OF TOOTH
DISLOCATION, ELBOW
DISLOCATION, ELBOW

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005

Allowed
Amount

$495.14
$814.19
$915.96
$948.16
$1,167.80
$585.34
$632.30
$0.00
$0.00
$838.46
$1,022.37
$1,048.35
$919.65
$969.67
$554.93
$650.34
$866.39
$0.00
$291.19
$492.60
$825.89
$840.75
$339.04
$555.92
$712.86
$739.81
$1,057.09
$268.05
$480.92
$629.60
$690.65
$262.51
$494.79
$821.26
$675.32
$957.49
$952.76
$0.00
$386.48
$374.15

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

24615
24620
24635
24640
24650
24655
24665
24666
24670
24675
24685
247
248
24800
24802
24900
2491
24920
24925
24930
24931
24935
24940
2499
24999
25000
25001
2501
2502
25020
25023
25024
25025
25028
25031
25035
25040
25065
25066
25075

L'}

- -
-

-

bt I

Procedure Code Description

DISLOCATION, ELBOW
FRACTURE-DISLOCATION, ELBOW
FRACTURE-DISLOCATION, ELBOW
SUBLUXATION, RADIAL HEAD
FRACTURE, RADIAL HEAD
FRACTURE, RADIAL HEAD
FRACTURE, RADIAL HEAD
FRACTURE, RADIAL HEAD
FRACTURE, ULNAR

FRACTURE, ULNAR

FRACTURE, ULNAR

ORTHODON APPLIANC APPLIC
OTHER ORTHODONTIC OPERAT
FUSION, ELBOW JOINT

FUSION, ELBOW JOINT
AMPUTATION, ARM

EXTEN BUCCOLABIAL/SULCUS
AMPUTATION, ARM

AMPUTATION, ARM

AMPUTATION, ARM

AMPUTATION, ARM

STUMP ELONGATION UPPER EXTRE
CINEPLASTY, ARM

DENTAL OPERATION NEC
UNLISTED PROCEDURE
TENOVAGINOTOMY, WRIST
INCLUSION FLEXOR TENDON
NEEDLE BIOPSY OF TONGUE
OPEN BIOPSY OF TONGUE
DECOMPRESSION FASCIOTOMY WRI
DECOMP FASCIOTOMY W/DEBRIDEM
DECOMPRESSION FASCIOTOMY
DECOMPRESSION FASCIOTOMY
INCISION DRAIN FOREARM/WRIST
INFECTED BURSA

INCISION DEEP W/OPENING BONE
ARTHROTOMY, WRIST JOINT
EXCISION BIOPSY SOFT TISSUE
BIOPSY, SOFT TISSUES, DEEP
EXCISION, BENIGN TUMOR, SUBC

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
01/01/1998
07/01/2005
07/01/2005
07/01/2005
01/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1998
01/01/1976
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$625.46
$486.79
$1,055.24
$155.83
$233.15
$411.12
$624.26
$702.12
$245.77
$431.19
$662.75
$0.00
$0.00
$756.08
$907.43
$742.76
$0.00
$826.86
$590.34
$750.24
$870.67
$1,025.72
$926.22
$0.00
$0.00
$377.28
$271.96
$0.00
$0.00
$606.31
$1,072.00
$633.88
$1,028.50
$537.01
$496.35
$817.26
$586.56
$157.36
$435.06
$377.41

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

25076
25077
25085
2509
251
25100
25101
25105
25107
25110
25111
25112
25115
25116
25118
25119
25120
25125
25126
25130
25135
25136
25145
25150
25151
25170
252
25210
25215
25230
25240
25246
25248
25250
25251
25259
25260
25263
25265
25270

L'}

- -
-

-

bt I

Procedure Code Description

EXCISION TUMOR FOREARM/WRIST
RADICAL RESECTION TUMOR, SOF
CAPSULECTOMY, WRIST

TONGUE DX PROCEDURE NEC
DESTRUCTION TONGUE LES
ARTHROTOMY, WRIST JOINT
ARTHROTOMY WRIST JOINT,BIOPS
ARTHROTOMY, WRIST JOINT
ARTHROTOMY, DSTL RDO-ULNR JN
EXCSN, LSN, TENDN SHEATH, WR
EXCISION, GANGLION, WRIST
EXCISION, GANGLION, WRIST
TENOSYNOVECTOMY, FOREARM
TENOSYNOVECTOMY, FOREARM
SYNOVECTOMY, EXTENSOR TENDON
SYNOVECTOMY,DSTL RDO-ULNR JN
EXCISION, CYST, ULNA

EXCISION, CYST, ULNA

EXCISION, CYST, ULNA

EXCISION, CYST, CARPAL BONES
EXCISION, CYST, CARPAL BONES
EXCISION, CYST, CARPAL BONES
SEQUESTRECTOMY, FOREARM
EXCISION, PARTIAL, ULNA
EXCISION, PARTIAL, RADIUS
RESECTION, TUMOR, FOREARM
PARTIAL GLOSSECTOMY
CARPECTOMY

CARPECTOMY

RADIAL STYLOIDECTOMY
EXCISION, DISTAL ULNA
ARTHROGRAPHY, WRIST, INJECTI
EXPLORATION REMOVAL DEEP FB
REMOVAL OF WRIST PROSTHESIS
REMOVAL OF WRIST PROSTHESIS;
MANIPULATION, WRIST

REPAIR, MUSCLE, FOREARM
REPAIR, MUSCLE, FOREARM
REPAIR TENDON-MUSCLE FOREARM
AMB SURG CTR-REPAIR,MUSCLE,F

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$606.65
$888.66
$583.86
$0.00
$0.00
$413.44
$435.79
$595.26
$623.34
$445.14
$351.00
$418.35
$905.55
$807.44
$429.29
$610.25
$725.51
$820.01
$810.60
$476.57
$561.61
$531.32
$753.89
$669.17
$818.73
$1,007.07
$0.00
$515.24
$707.98
$472.18
$554.78
$390.24
$546.94
$547.27
$779.10
$321.24
$863.60
$815.57
$942.54
$759.61

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

25272
25274
25275
25280
25290
25295
253
25300
25301
25310
25312
25315
25316
25320
25332
25335
25337
25350
25355
25360
25365
25370
25375
25390
25391
25392
25393
25394
254
25400
25405
25415
25420
25425
25426
25430
25431
25440
25441
25442

L'}

- -
-

-

bt I

Procedure Code Description

REPAIR, MUSCLE, FOREARM
REPAIR, MUSCLE, FOREARM
REPAIR OF TENDON SHEATH
LENGTHENING, TENDON, FOREARM
TENOTOMY, FOREARM
TENOLYSIS, FOREARM
COMPLETE GLOSSECTOMY
TENODESIS, DGT FLEXRS, AT WR
TENODESIS, DGT FLEXRS, AT WR
TRANSPLANT, TENDON, WRIST
TRANSPLANT, TENDON, WRIST
FLEXOR ORIGIN SLIDE

REPAIR WITH TENDON TRANSFER

CAPSULORRHAPHY/RECONST CAPSU
ARTHROPLASTY WRIST;PSEUDOART

CENTRALIZATION WRIST ON ULNA
RECONSTRUCT FOR STABILIZATIO
OSTEOTOMY, RADIUS
OSTEOTOMY, RADIUS
OSTEOTOMY, ULNA

OSTEOTOMY, RADIUS & ULNA
MULTIPLE OSTEOTOMIES W/REALI
OSTEOTOMY, RADIUS AND/OR ULN
OSTEOPLASTY, RADIUS/ULNA
OSTEOPLASTY, RADIUS/ULNA
OSTEOPLASTY, RADIUS/ULNA
OSTEOPLASTY, RADIUS/ULNA
OSTEOPLASTY

RADICAL GLOSSECTOMY

REPAIR, MALUNION, RADIUS/ULN
REPAIR, MALUNION, RADIUS/ULN
REPAIR, MALUNION, RADIUS/ULN
REPAIR, MALUNION, RADIUS/ULN
REPAIR, BONE DEFICIT, FOREAR
REPAIR, BONE DEFICIT, FOREAR
INSERTION OF VASCULAR

REPAIR OF NONUNION OF CARPAL
REPAIR, NON-UNION, NAVICULAR
REPLACEMENT, IMPLANT, WRIST
REPLACEMENT, IMPLANT, WRIST

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$814.63
$908.65
$575.10
$798.38
$802.53
$751.84
$0.00
$667.35
$657.45
$855.46
$936.24
$1,004.22
$1,083.51
$792.75
$830.26
$943.35
$845.93
$888.40
$959.60
$881.75
$1,095.96
$1,104.69
$1,046.22
$973.70
$1,150.97
$1,048.84
$1,322.92
$673.92
$0.00
$1,014.46
$1,226.55
$1,147.08
$1,345.61
$1,322.41
$1,209.96
$601.42
$598.00
$766.70
$902.32
$791.83

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

25443
25444
25445
25446
25447
25449
25450
25455
25490
25491
25492
25500
25505
2551
25515
25520
25525
25526
25530
25535
25545
25560
25565
25574
25575
2559
25600
25605
25611
25620
25622
25624
25626
25628
25630
25635
25645
25650
25651
25652

L'}

- -
-

-

bt I

Procedure Code Description

REPLACEMENT, IMPLANT, WRIST
REPLACEMENT, IMPLANT, WRIST
REPLACEMENT, IMPLANT, WRIST
TOTAL WRIST REPLACEMENT
INTERPOSITION ARTHROPLASTY, |
REVISION ARTHROPLASTY INC RE
EPIPHYSEAL ARREST, FOREARM
EPIPHYSEAL ARREST, FOREARM
PROPHYLACTIC TREATMENT; RADI
PROPHYLACTIC TREATMENT; ULNA
PROPHYLACTIC TREATMENT; RADI
TREAT CLOSED RADIAL SHAFT FX
FRACTURE, RADIAL SHAFT
SUTURE OF TONGUE LACERAT
FRACTURE, RADIAL SHAFT
CLOSED TREAT RADIAL SHAFT FX
OPEN TREAT RADIAL SHAFT FX W
OPEN TREAT RADIAL SHAFT FX O
FRACTURE, ULNAR SHAFT
FRACTURE, ULNAR SHAFT
FRACTURE, ULNAR SHAFT
FRACTURE, RADIAL & ULNAR SHA
TREAT CLOSED RADIAL/ULNAR SH
OPEN TREAT RADIAL/ULNAR SHAF
FRACTURE, RADIAL & ULNAR SHA
REPAIR OF TONGUE NEC

TREAT CLOSED DITAL RADIAL FX
COLLES FRACTURE

COLLES FRACTURE

COLLES FRACTURE

TRMT CLOSED CARPAL SCAPOID F
TREAT CLOSED CARPAL SCOPHOID

TREAT OPEN CARPAL SCAPHOID FX W/UM

OPEN TREATMENT OF CARPAL SCA
TREAT CLOSED CARPAL BONE FX
TX CLOSED CARPAL BONE FRACTU
FRACTURE, CARPAL BONE
TREATMENT OF CLOSED ULNAR ST
PERCUTANEOUS SKELETAL

OPEN TREATMENT

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$836.81
$899.59
$817.82
$1,113.50
$770.15
$1,089.15
$758.79
$863.88
$916.77
$945.23
$1,005.02
$234.34
$460.14
$0.00
$683.17
$505.19
$856.31
$996.10
$219.22
$453.15
$669.31
$234.13
$481.50
$557.99
$757.75
$0.00
$250.51
$494.19
$631.15
$648.66
$247.96
$418.66
$626.53
$644.13
$264.36
$411.19
$593.80
$273.45
$351.38
$519.31

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

25660
25670
25671
25675
25676
25680
25685
25690
25695
25800
25805
25810
25820
25825
25830
25900
25905
25907
25909
2591
2592
25920
25922
25924
25927
25929
2593
25931
2594
2599
25999
260
26010
26011
26020
26025
26030
26034
26035
26037

L'}

- -
-

-

bt I

Procedure Code Description

TREAT RADIOCARPAL DISLOC 1-M
DISLOCATION, INTERCARPAL

PERCUTANEOUS SKELETAL FIXATION

DISLOCATN, DISTAL RADIO-ULNA
DISLOCATN, DISTAL RADIO-ULNA
FRACTURE, TRANS-SCAPHO-PERIL
FRACTURE, TRANS-SCAPHO-PERIL
DISLOCATION, LUNATE
DISLOCATION, LUNATE
ARTHRODESIS, WRIST JOINT
ARTHRODESIS, WRIST JOINT WIT
ARTHRODESIS, WRIST JOINT
INTERCARPAL FUSION; WITHOUT
INTERCARPAL FUSION & AUTOGEN
RESECTION ULNA W/W/O BONE GR
AMPUTATION, FOREARM
AMPUTATION, FOREARM THRU ULN
AMPUTATION, FOREARM
AMPUTATION, FOREARM

LINGUAL FRENOTOMY

LINGUAL FRENECTOMY
AMPUTATION, WRIST
AMPUTATION, WRIST
AMPUTATION, WRIST
AMPUTATION, TRANSMETACARPAL
AMPUTATION, TRANSMETACARPAL
LYSIS OF TONGUE ADHESION
AMPUTATION, TRANSMETACARPAL
OTHER GLOSSOTOMY

TONGUE OPERATION NEC
UNLISTED PROCEDURE, FOREARM/
INCIS SALIVARY GLND/DUCT
DRAINAGE, ABSCESS, FINGER TI
DRAINAGE, ABSCESS, FINGER TI
DRAINAGE, TENDON SHEATH, HAN
DRAINAGE, BURSA, PALMAR
DRAIN PALMAR BURSA MULTIPLE
INCISION, HAND

DECOMPRESSION FINGER/HAND IN
DECOMPRESS FASCIOTOMY HAND

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$362.19
$619.84
$428.60
$428.57
$624.07
$439.82
$711.92
$443.53
$639.59
$734.24
$817.28
$779.88
$600.89
$702.87
$946.54
$840.85
$818.35
$803.27
$821.36

$0.00

$0.00
$666.16
$534.54
$660.74
$801.47
$534.63

$0.00
$818.72

$0.00

$0.00

$0.00

$0.00
$231.02
$330.41
$611.52
$622.40
$689.66
$728.82
$863.88
$695.36

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

26040
26045
26055
26060
26070
26075
26080
26100
26105
2611
26110
26115
26116
26117
2612
26121
26123
26125
26130
26135
26140
26145
26160
26170
26180
26185
2619
26200
26205
2621
26210
26215
26230
26235
26236
26250
26255
26260
26261
26262

L'}

- -
-

-

bt I

Procedure Code Description

FASCIOTOMY, PALMAR
FASCIOTOMY, PALMAR

TENDON SHEATH INCISION
TENOTOMY, FINGER
ARTHROTOMY, HAND JOINTS
ARTHROTOMY, HAND JOINTS
ARTHROTOMY, HAND JOINTS
BIOPSY, SYNOVIAL, HAND JOINT
BIOPSY, SYNOVIAL, HAND JOINT
CLOSED SALIVARY BIOPSY
BIOPSY, SYNOVIAL, HAND JOINT
EXCISION OF BENIGN TUMOR
EXCISION OF BENIGN TUMOR, DE
RADICAL RESECTION/TUMOR,SOFT
OPEN SALIVARY BIOPSY
FASCIECTOMY PALMAR WITH OR W
FACIECTOMY PARTIAL PALMAR EX
PARTIAL EXCISION RELEASE EAC
SYNOVECTOMY, HAND JOINTS
SYNOVECTOMY, HAND JOINTS
SYNOVECTOMY, FINGER JOINTS
SYNOVECTOMY, TNDN SHEATH, HA
EXCISN LSN,TNDN SHEATH HAND
EXCISION, TENDON, HAND
EXCISION, TENDON, HAND
SESAMOIDECTOMY, THUMB OR FIN
SALIV GLND DX PROC NEC
EXCISION, CYST, METACARPAL
EXCISION, CYST, METACARPAL
SALIVARY CYST MARSUPIAL
EXCISION, CYST, PHALANX, FNG
EXCISION, CYST, PHALANX, FNG
EXCISION, PARTIAL, METACARPA
EXCISION, PARTL, PHALANX, FN
EXCISION, PARTL, PHALANX, FN
OSTECTOMY, METACARPAL
OSTECTOMY, METACARPAL
OSTECTOMY, PHALANX, FINGER
OSTECTOMY, PHALANX, FINGER
RADICAL RESECTION FOR TUMOR

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$553.11
$681.67
$371.59
$357.56
$525.24
$555.53
$594.42
$418.75
$569.43
$0.00
$546.59
$400.72
$671.07
$835.21
$0.00
$810.44
$908.39
$262.32
$722.83
$829.21
$775.31
$798.39
$382.42
$464.42
$501.71
$490.60
$0.00
$672.71
$801.53
$0.00
$670.01
$761.40
$668.31
$651.92
$620.36
$860.95
$1,085.49
$809.53
$874.25
$706.01

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

2629
2630
2631
2632
26320
26340
26350
26352
26356
26357
26358
26370
26372
26373
26390
26392
2641
26410
26412
26415
26416
26418
2642
26420
26426
26428
26432
26433
26434
26437
26440
26442
26445
26449
26450
26455
26460
26471
26474
26476

L'}

- -
-

-

bt I

Procedure Code Description

SALIV LESION EXCIS NEC
SIALOADENECTOMY NOS

PARTIAL SIALOADENECTOMY
COMPLETE SIALOADENECTOMY
REMOVAL, IMPLANT, HAND
MANIPULATION, FINGER JOINT
REPAIR, TENDON, FINGER

REPAIR, TENDON, FINGER

FLEXOR TENDON REPAIR OR ADVA
FLEXOR TENDON REPAIR/ADVANCE
FLEXOR TENDON REPAIR SECOUNDARY W/
PROFUNDUS TENDN REPR OR ADVA
PROFUNDUS TENDON REPAIR SECO
PROFUNDUS TENDON REPAIR/ADVA
EXCISION, FLEXOR TENDON, FIN
GRAFT, TENDON, FINGER

SUTURE OF SALIV GLND LAC
REPAIR, TENDON, DORSUM

REPAIR, TENDON, DORSUM
EXTENSOR TENDON EXCISION IMP
REMOVAL TUBE/ROD INSERT OF E
REPAIR, TENDON, DORSUM
SALIVARY FISTULA CLOSURE
REPAIR, TENDON, DORSUM

REPAIR, CENTRAL SLIP

REPAIR, CENTRAL SLIP

MALLET FINGER OPERATION
EXSTENSOR TENDON REPAIR, DIS
MALLET FINGER OPERATION
EXTENSOR TENDON REALIGNMENT,
TENOLYSIS, PALM

TENOLYSIS, PALM

TENOLYSIS, FINGER

TENOLYSIS, FINGER

TENOTOMY, PALM

TENOTOMY, PALM

TENOTOMY, PALM

TENODESIS, FINGER JOINT
TENODESIS, FINGER JOINT
TENDON LENGTHENING EXTENSOR HAND/

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$584.18
$245.47
$897.37
$945.38
$1,020.29
$1,030.95
$1,089.33
$953.04
$1,010.43
$1,058.34
$909.92
$1,153.63
$0.00
$714.04
$797.60
$913.32
$985.12
$701.72
$0.00
$850.69
$798.54
$804.97
$598.97
$650.60
$738.80
$690.69
$802.31
$951.61
$768.34
$933.10
$428.18
$416.39
$398.79
$679.67
$643.38
$617.89

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

26477
26478
26479
26480
26483
26485
26489
2649
26490
26492
26494
26496
26497
26498
26499
26500
26502
26504
26508
26510
26516
26517
26518
26520
26525
26530
26531
26535
26536
26540
26541
26542
26545
26546
26548
26550
26551
26553
26554
26555

L'}

- -
-

-

bt I

Procedure Code Description

TENDON SHORTENING EXTENSOR HAND/
TENDON LENGTHENING FLEXOR HAND/FIN
TENDON SHORTENING FLEXOR HAND/FIN

TRANSPLANT, TENDON, HAND
TRANSPLANT, TENDON, HAND
TRANSPLANT, TENDON, HAND
TRANSPLANT, TENDON, HAND
SALIVARY REPAIR NEC

OPPONENS PLASTY, HAND
OPPONENS PLASTY, HAND
OPPONENS PLASTY, HAND
OPPONENS PLASTY; OTHER METHO
TENDON TRANSFER RESTORE INTR
TENDON TRANSFER TO RESTORE |
CORRECTION CLAW FINGER, OTHE
TENDON PULLEY RECNSTRCTN, HN
TENDON PULLEY RECNSTRCTN, HN
TENDON PULLEY RECONST W/TEND
THENAR MUSCLE RELEASE

CROSS INTRINSIC TRANSFER
CAPSULODESIS M-P JOINT STABI
CAPSULODESIS, FINGER JOINT
CAPSULODESIS, FINGER JOINT
CAPSULECTOMY, FINGER JOINT
CAPSULECTOMY, FINGER JOINT
ARTHROPLASTY, FINGER JOINT
ARTHROPLASTY, FINGER JOINT
ARTHROPLASTY, FINGER JOINT
ARTHROPLASTY, FINGER JOINT
RECNSTRCTN, LIGAMENT, FGR JN
RECNSTRCTN, LIGAMENT, FGR JN
REPAIR OF CALLATELAL LIGAMEN
RECNSTRCTN, LIGAMENT, FGR JNT
REPAIR NON-UNION, METACARPAL
REPAIR/RECONSTRUCT, FINGER,V
POLLICIZATION, FINGER
TOE-TO-HAND TRANSFER; GREAT
TOE-TO-HAND TRANSFER; OTHER
TOE-TO-HAND TRANSFER; OTHER
POSITIONAL CHANGE, FINGER

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$649.78
$709.34
$673.33
$904.46
$970.84
$957.52
$934.35
$0.00
$813.08
$891.26
$772.17
$879.57
$908.24
$1,136.67
$822.96
$727.25
$772.96
$756.86
$696.26
$676.75
$771.24
$860.20
$870.87
$816.57
$820.48
$895.58
$944.26
$567.31
$837.39
$726.49
$871.14
$739.21
$797.23
$868.77
$839.71
$1,800.08
$2,767.24
$2,666.82
$3,200.82
$1,430.39

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

26556
26560
26561
26562
26565
26567
26568
26580
26587
26590
26591
26593
26596
26600
26605
26607
26608
26615
26641
26645
26650
26665
26670
26675
26676
26685
26686
26700
26705
26706
26715
26720
26725
26727
26735
26740
26742
26746
26750
26755

L'}

- -
-

-

bt I

Procedure Code Description

FREE TOE JOINT TRANSFER W/MI

REPAIR, SYNDACTLY, FINGERS

REPAIR, SYNDACTLY, FINGERS

REPAIR SYNDACTYLY EA WEB SPA
OSTEOTOMY, FINGER

OSTEOTOMY, FINGER

OSTEOPLASTY TO LENGTHEN META
REPAIR, CLEFT HAND

RECONSTRUCTION SUPERNUMERARY
REPAIR, MACRODACTLY

REPAIR INTRINSIC MUSCLES OF
RELEASE, INTRINSIC MUSCLES O
EXCISION CONSTRICTING RING O
FRACTURE, METACARPAL

FRACTURE, METACARPAL

TREATMENT CLOSED METACARPAL FRACT
PERCUTANEOUS SKELETAL FIXATION MET
FRACTURE, METACARPAL

TREATMENT OF CARPOMETACARPAL
FCTRE/DISLOC, CARPOMETACARPA
FCTRE/DISLOC, CARPOMETACARPA
FCTRE/DISLOC, CARPOMETACARPA
FCTRE/DISLOC, CARPOMETACARPA
FCTRE/DISLOC, CARPOMETACARPA
TREAT CLOSED CARPOMETACARPAL
FCTRE/DISLOC, CARPOMETACARPA
OPEN TREAT OF C/O CARPOMETAC
DISLOC, METACARPO-PHALANGEAL
DISLOC, METACARPO-PHALANGEAL
TREAT CLOSED METACARPOPHALAN
DISLOC, METACARPO-PHALANGEAL
FRACTURE, PHALANX, FINGER
FRACTURE, PHALANX, FINGER

TRTMT UNSTABLE PHALANGEAL SHAFT F
FRACTURE, PHALANX, FINGER

TREAT OF CLOSED ARTICULAR FX INVOLV
TREATMENT CLOSED ARTICULAR FRACTU
OPEN TX/ARTICULAR FX,METACARPAL-PHA
FRACTURE, PHALANX, FINGER
FRACTURE, PHALANX, FINGER

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$2,802.48
$619.09
$1,020.17
$1,001.66
$745.79
$759.57
$990.33
$1,249.82
$679.79
$1,153.44
$593.32
$643.08
$676.96
$212.19
$309.36
$480.91
$498.64
$483.13
$366.83
$410.73
$517.95
$596.58
$352.76
$402.54
$521.79
$562.00
$630.11
$304.69
$366.74
$389.93
$505.08
$164.48
$301.81
$494.20
$526.30
$201.72
$385.70
$517.65
$185.54
$286.14

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

26756
26765
26770
26775
26776
26785
26806
26820
26841
26842
26843
26844
26850
26852
26860
26861
26862
26863
2691
26910
26951
26952
26989
2699
26990
26991
26992
270
27000
27001
27003
27005
27006
27025
27030
27033
27035
27036
27040
27041

L'}

- -
-

-

bt I

Procedure Code Description

OPEN TREAT CLOSED/OPEN DISTAL PHALA
FRACTURE, PHALANX, FINGER

DISLC, INTPHALANGEAL JNT, FG
TREATMT CLOSED INTERPHALANGE
WITH PERCUTANEOQOUS PINNING
DISLC, INTPHALANGEAL JNT, FG
ARTHROSCOPY SHOULDER

FUSION IN OPPOSITION, THUMB
ARTHRODESIS, CARPOMTCRPL JNT
ARTHRODESIS, CARPOMTCRPL JNT
ARTHRODESIS, CARPOMTCRPL JNT
ARTHRODESIS, CARPOMTCRPL JNT
ARTHRODESIS, METCRPOPHALNGL
ARTHRODESIS, METCRPOPHALNGL JT
ARTHRODESIS, ITRPHLNGL JT, F
ARTHRODESIS INTERPHALANGEAL JNT W/
ARTHRODESIS, ITRPHLNGL JT, F
ARTHRODESIS W/AUTOGRAFT, EACH ADDI
SALIVARY DUCT PROBING
AMPUTATION, METACARPAL
AMPUTATION, FINGER/THUMB
AMPUTATION, FINGER/THUMB
DERMODESIS

SALIVARY OPERATION NEC
DRAINAGE, ABSCESS, PELVIS
DRAINAGE, BURSA, HIP JOINT
INCISION, PELVIS

DRAIN FACE & MOUTH FLOOR
TENOTOMY,ADDUCTOR

TENOTOMY ABDUCTOR SUBCUTAN,O
TENOTOMY, ADDUCTOR, SUBCUTAN
TENOTOMY, ILIOPSOAS

TENOTOMY, ABDUCTORS
OBER-YOUNG FASCIOTOMY-SPICA-
ARTHROTOMY, HIP

ARTHROTOMY, HIP

DENERVATION, HIP JOINT
CAPSULECTOMY/OTOMY HIP, W/WO
BIOPSY, SOFT TISSUE OF PELVI
BIOPSY, SOFT TISSUES, DEEP

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$456.93
$424.33
$274.47
$341.90
$468.70
$424.01
$831.96
$839.51
$782.06
$828.37
$751.49
$850.99
$750.38
$825.45
$623.99
$99.39
$783.48
$224.10
$0.00
$751.77
$606.77
$718.55
$0.00
$0.00
$811.87
$629.91
$1,159.70
$0.00
$463.32
$545.38
$578.88
$719.55
$722.68
$774.88
$912.84
$933.24
$1,281.57
$960.14
$312.87
$658.57

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

27047
27048
27049
27050
27052
27054
27060
27062
27065
27066
27067
27070
27071
27075
27076
27077
27078
27079
27080
27086
27087
27090
27091
27093
27095
27096
27097
27098
271
27100
27105
27110
27111
27120
27122
27125
27130
27132
27134
27137

L'}

- -
-

-

bt I

Procedure Code Description

EXCISION OF TUMOR PELVIS, HI
EXCISION, TUMOR, HIP

RADICAL RESECTION TUMOR,SOFT
BIOPSY, SACROILIAC JOINT
BIOPSY, HIP JOINT

BIOPSY, HIP JOINT

EXCISION, ISCHIAL BURSA
EXCISION, TROCHANTERIC BURSA
EXCISION, CYST, PELVIS
EXCISION, CYST, PELVIS

EXCISION OF BONE CYST/BENIGN
EXCISION, PARTIAL, ILIUM WIN
EXCISION, PARTIAL, ILIUM WIN
RESECTION, HIP

ILIUM,INCLUDE ACETABULUM,PUB
INNOMINATE BONE, TOTAL

RAD RESECT TUMOR/ISCHIAL TUB
RADICAL RESECTION FOR TUMOR
COCCYGECTOMY-PRIMARY
REMOVAL FB PELVIS OR HIP SUB
REMOVAL, FOREIGN BODY, HIP
REMOVAL, HIP IMPLANT

REMOVAL HIP PROSTHESIS COMPL
INJ PROCEDURE HIP ARTHROGRAP
ARTHROGRAPHY HIP INJ PROCEDU
INJECTION FOR SACROILIAC JOINT
HAMSTRING RECESSION
ADDUCTOR TRANSFER

INCISION OF PALATE

TRANSFER, MUSCLE, OBLIQUE
TRANSFER, MUSCLE, PARASPINAL
TRANSFER, ILIOPSOAS
TRANSFER,ILIOPSOAS
ACETABULOPLASTY
ACETABULOPLASTY
ARTHROPLASTY, PROSTHESIS
TOTAL HIP REPLACEMENT
CONVERSION OF PREV HIP SURG
REVISION TOTAL HIP ARTHROPLA
REVISION TOTAL HIP ACETABULA

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$588.48
$500.61
$975.89
$415.02
$512.03
$681.33
$444.59
$448.66
$512.02
$811.80
$1,013.95
$995.74
$1,056.85
$2,150.74
$1,512.06
$2,506.99
$1,052.81
$972.75
$497.04
$263.59
$626.01
$805.43
$1,354.34
$497.14
$419.01
$344.39
$607.75
$643.87
$0.00
$858.08
$855.19
$931.66
$853.30
$1,165.07
$1,055.77
$1,029.59
$1,343.62
$1,526.31
$1,820.44
$1,396.08

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

<X XK <KXK<LK<KZ2Z2Z222Z222Z222222222Z2222Z2222Z2222Z2222Z2222Z22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

27138
27140
27146
27147
27151
27156
27158
27161
27165
27170
27175
27176
27177
27178
27179
27181
27185
27187
27193
27194
27200
27202
2721
27215
27216
27217
27218
2722
27220
27222
27226
27227
27228
2723
27230
27232
27235
27236
27238
2724

Wiy
.i

bt I

Procedure Code Description

REVISION TOTAL HIP ARTHROPLA
OSTEOTOMY, GREATER TROCHANTE
OSTEOTOMY, ILIAC/ACETABULAR
OSTEOTOMY, ILIAC/ACETABULAR
OSTEOTOMY ILIAC ACETABULAR W
OSTEOTOMY ILIAC W/FEMORAL OS
OSTEOTOMY, PELVIS

OSTEOTOMY, FEMORAL NECK
OSTEOTOMY, INTERTROCHANTERIC
GRAFT, FEMORAL/TROCHANTERIC
SLIPPED EPIPHYSIS, FEMORAL
SLIPPED EPIPHYSIS, FEMORAL
REDUCTION, SLIPPED EPIPHYSIS
REDUCTION, SLIPPED EPIPHYSIS
HEYMAN PROCEDURE

SLIPPED EPIPHYSIS, FEMORAL
EPIPHYSEAL ARREST, TROCHANTE
PROPHYLACTIC TREATMENT, FEMO
CLOSED TRTMENT OF PELVIC RIN
CLOSED TREAT PELVIC RING FX
FRACTURE, COCCYX

OPEN TREATMENT OF CLOSED/OPE
BONY PALATE BIOPSY

OPEN TREAT ILIAC SPINES TUBE
PERCUTANEOUS SKELETAL FIXATI
OPEN TREAT ANTERIOR RING FX
OPEN TREAT POSTERIOR RING FX
BX UVULA AND SOFT PALATE
FRACTURE, ACETABULUM
FRACTURE, ACETABULUM

OPEN TREAT ACETABULAR WALL F
OPEN TREATMENT ACETABULAR FX
OPEN TREAT ACETABULARFX 2 C
LIP BIOPSY

FRACTURE, FEMUR

FRACTURE, FEMUR

FRACTURE, FEMUR

FRACTURE, FEMUR

FRACTURE, INTERTROCHANTERIC
MOUTH BIOPSY NOS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989

Allowed
Amount

$1,447.87
$867.01
$1,193.34
$1,379.04
$1,494.29
$1,606.00
$1,273.03
$1,122.15
$1,183.71
$1,086.66
$566.24
$802.59
$985.30
$797.12
$861.14
$954.12
$685.79
$969.06
$450.13
$675.53
$173.64
$979.96
$0.00
$737.07
$1,098.64
$967.57
$1,328.75
$0.00
$485.14
$832.27
$917.04
$1,472.57
$1,696.82
$0.00
$463.06
$718.63
$840.45
$1,030.74
$422.74
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

<

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

27240
27244
27245
27246
27248
27250
27252
27253
27254
27256
27257
27258
27259
27265
27266
27275
27280
27282
27284
27286
2729
27290
27295
27299
27301
27303
27305
27306
27307
2731
27310
27315
2732
27320
27323
27324
27327
27328
27329
27330

L'}

- -
-

-

bt I

Procedure Code Description

FRACTURE, INTERTROCHANTERIC
FRACTURE, INTERTROCHANTERIC
OPEN TREAT FEMORAL FX W/INTR
FRACTURE, GREATER TROCHANTER
FRACTURE, GREATER TROCHANTER
DISLOCATION, HIP

DISLOCATION, HIP

DISLOCATION, HIP

DISLOCATION, HIP

DISLOCATION, HIP

DISLOCATION, HIP

DISLOCATION, HIP

OPEN TREAT CONGENITAL HIP W/
TREATMENT ATRAUMATIC HIP DIS
TREATMENT OF ATRAUMATIC HIP
MANIPULATION, HIP JOINTS
ARTHRODESIS, SACRO-ILIAC JOI
ARTHRODESIS, SYMPHYSIS PUBIS
ARTHRODESIS, HIP JOINT
ARTHRODESIS, HIP JOINT

ORAL CAVITY DX PROC NEC
INTERPELVIABDOMINAL AMPUTATI
DISARTICULATION, HIP

UNLISTED PROCEDURE, PELVIS O
INCISION/DRAINAGE DEEP ABSCE
INCISION DEEP W/OPENING BONE
FASCIOTOMY, ILIO-TIBIAL
TENOTOMY, DISTAL HAMSTRING
TENOTOMY, DISTAL HAMSTRING
LOC EXC BONY PALATE LES
ARTHROTOMY, KNEE
NEURECTOMY, HAMSTRING MUSCLE
WIDE EXC BONY PALATE LES
NEURECTOMY, POPLITEAL
BIOPSY, SOFT TISSUE THIGH OR
BIOPSY SOFT TISSUE DEEP THIG
EXCISION TUMOR THIGH OR KNEE
EXCISION TUMOR THIGH OR KNEE
RADICAL RESECTION OF TUMOR/S
ARTHROTOMY, KNEE

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
01/01/1976
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$823.91
$1,052.50
$1,299.18
$423.10
$739.74
$478.97
$673.70
$865.03
$1,175.69
$299.66
$349.78
$1,053.43
$1,425.97
$394.87
$536.46
$206.97
$979.21
$836.31
$1,510.32
$1,519.43
$0.00
$1,465.82
$1,198.45
$0.00
$753.55
$802.16
$520.52
$426.72
$492.29
$0.00
$692.32
$398.87
$0.00
$408.58
$269.10
$411.46
$449.78
$450.08
$1,035.92
$403.07

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z22<Z222zZ222zZ2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

27331
27332
27333
27334
27335
27340
27345
27347
27350
27355
27356
27357
27358
27360
27365
27370
27372
27380
27381
27385
27386
27390
27391
27392
27393
27394
27395
27396
27397
27400
27403
27405
27407
27409
2741
27415
27418
2742
27420
27422

L'}

- -
-

-

bt I

Procedure Code Description

ARTHROTOMY, KNEE
ARTHROTOMY, KNEE
ARTHROTOMY, KNEE
ARTHROTOMY, KNEE
ARTHROTOMY, KNEE

EXCISION, BURSA, PREPATELLAR
EXCISION, CYST, POPLITEAL
EXCISION OF LESION OF MEN. OR CAP.
PATELLECTOMY

EXCISION, CYST, FEMUR

EXCISION BONE CYST BENIGN TU
EXCISION, CYST, FEMUR
EXCISION/CURETTAGE BONE CYST
EXCISION, PARTIAL, FEMUR
RESECTION, FEMUR
ARTHROGRAPHY, KNEE, INJECTIO
REMOVAL FB DEEP THIGH/KNEE
SUTURE, TENDON, INFRAPATELLA
SUTURE INFRAPATELLAR TENDON
SUTURE, MUSCLE, QUADRICEPS
SUTURE, MUSCLE, QUADRICEPS
TENOTOMY, HAMSTRING
TENOTOMY, HAMSTRING
TENOTOMY, HAMSTRING,KNEE-HIP
LENGTHENING, TENDON, HAMSTRI
LENGTHENING, TENDON, HAMSTRI
LENGTHENING OF HAMSTRING TEN
TRANSPLANT, TENDON, HAMSTRIN
TRANSPLANT, TENDON, HAMSTRIN
TRANSFER, MUSCLE, HAMSTRING
ARTHROTOMY W/OPEN MENISCUS R
REPAIR, LIGAMENT, KNEE

REPAIR, LIGAMENT, KNEE

REPAIR, LIGAMENT, KNEE

LABIAL FRENUMECTOMY
OSTEOCHONDRAL ALLOGRAFT, KNEE
ANTERIOR TIBIAL TUBERCLEPLAS
WIDE EXCISION OF LIP LES
RECONSTRUCTION, PATELLA
RECONSTRUCTION, PATELLA

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005

Allowed
Amount

$476.24
$610.82
$562.13
$659.11
$735.36
$360.28
$475.37
$309.27
$610.86
$637.21
$738.84
$794.35
$271.83
$1,012.72
$1,112.47
$402.15
$479.88
$559.18
$740.22
$594.33
$774.81
$476.02
$577.27
$722.04
$525.66
$674.61
$887.87
$622.07
$821.89
$698.79
$614.49
$657.63
$747.84
$896.54
$0.00
$1,207.22
$781.33
$0.00
$705.24
$701.94

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

27424
27425
27427
27428
27429
2743
27430
27435
27437
27438
27440
27441
27442
27443
27445
27446
27447
27448
27450
27454
27455
27457
27465
27466
27468
27470
27472
27475
27477
27479
27485
27486
27487
27488
2749
27495
27496
27497
27498
27499

L'}

- -
-

-

bt I

Procedure Code Description

RECONSTRUCTION, PATELLA
LATERAL RETINACULAR RELEASE
LIGAMENT RECONSTRUCTION KNEE
RECONSTRUCTION KNEE INTRAART
RECONSTRUCTION KNEE INTRA AN
EXCISION OF LIP LES NEC
QUADRICEPSPLASTY
CAPSULOTOMY, KNEE
ARTHROPLASTY PATELLA
ARTHROPLASTY PATELLA W/PROST
ARTHROPLASTY, KNEE, TIBIAL P
ARTHROPLASTY W/DEBRIDEMENT A
ARTHROPLASTY, KNEE, FEMORAL
ARTHROPLASTY W/DEBRIDEMENT &
ARTHROPLASTY KNEE CONSTRAINE
ARTHROPLASTY KNEE CONDYLE/PL
TOTAL KNEE REPLACEMENT
OSTEOTOMY, FEMUR

OSTEOTOMY, FEMUR

OSTEOTOMY, FEMUR

OSTEOTOMY, PROXIMAL TIBIA
OSTEOTOMY, PROXIMAL TIBIA
OSTEOPLASTY, FEMORAL
OSTEOPLASTY, FEMORAL
OSTEOPLASTY, FEMORAL

REPAIR, MALUNION, FEMUR
REPAIR, MALUNION, FEMUR
EPIPHYSEAL ARREST, FEMUR
EPIPHYSEAL ARST, TIBIA & FIB
EPIPHYSEAL ARREST, KNEE
HEMI-EPIPHYSEAL ARREST, LEG
RIVISION TOTAL KNEE ARTHROPL
REVISION TOTAL KNEE W/WO ALL
REMOVAL KNEE PROSTHESIS INCL
EXCISION OF MOUTH NEC
PROPHYLACTIC TREATMENT W OR
DECOMPRESSION FASCIOTOMY THI
DECOMPRESS FASCIOTOMY THIGH
DECOMPRESSION FASCIOTOMY HIG
DECOMPRESS FASCIOTOMY THIGH

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$700.56
$442.08
$676.74
$964.27
$1,050.97
$0.00
$699.91
$685.80
$658.49
$807.49
$762.24
$788.14
$847.67
$803.22
$1,177.05
$1,082.05
$1,401.52
$821.58
$996.09
$1,200.24
$909.40
$906.20
$998.86
$1,157.81
$1,213.47
$1,150.46
$1,244.53
$645.89
$712.25
$893.40
$651.49
$1,276.14
$1,610.98
$1,076.62
$0.00
$1,121.06
$496.98
$543.02
$581.89
$656.80

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4
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Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

27500
27501
27502
27503
27506
27507
27508
27509
2751
27510
27511
27513
27514
27516
27517
27519
2752
27520
27524
2753
27530
27532
27535
27536
27538
2754
27540
2755
27550
27552
27556
27557
27558
2756
27560
27562
27566
2757
27570
27580

L'}

- -
-

-

bt I

Procedure Code Description

FRACTURE, FEMUR

CLOSED TREAT SUPRACONDYLAR F
FRACTURE, FEMUR

CLOSED TREAT SUPRACONDYLAR F
FRACTURE, FEMUR

OPEN TREAT FEMORAL SHAFT FX
FRACTURE, FEMUR
PERCUTANEOUS SKELETAL FIXATI
SUTURE OF LIP LACERATION
FRACTURE, FEMUR

OPEN TREAT FEMORAL SUPRACOND
OPEN TREAT FEMORAL SUPRACOND

FRACTURE, FEMUR

FRACTURE, FEMUR

FRACTURE, FEMUR

FRACTURE, FEMUR

SUTURE OF MOUTH LAC NEC
FRACTURE, PATELLA
FRACTURE, PATELLA

CLOSURE OF MOUTH FISTULA
FRACTURE, TIBIA

FRACTURE, TIBIA

OPEN TREAT TIBIAL FX PROXIMA
FRACTURE, TIBIA

FRACTURE, TIBIA

REPAIR OF CLEFT LIP
FRACTURE, TIBIA

FULL-THICK GRFT TO MOUTH
DISLOCATION, KNEE
DISLOCATION, KNEE
DISLOCATION, KNEE

OPEN TREAT KNEE DISLOC W/PRI
O TREAT KNEE DISLOC W/PRIME
SKIN GRAFT TO MOUTH NEC
TREAT CLOSED PATELLAR DISLOC
DISLOCATION, PATELLA
DISLOCATION, PATELLA
PEDICLE ATTACH TO MOUTH
MANIPULATION, KNEE JOINT
FUSION, KNEE

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005

Allowed
Amount

$552.77
$588.99
$780.50
$780.16
$1,152.27
$955.00
$461.37
$609.19
$0.00
$595.28
$968.07
$1,213.14
$1,147.70
$470.46
$666.80
$1,012.16
$0.00
$290.90
$682.35
$0.00
$343.59
$534.21
$844.88
$1,005.32
$439.94
$0.00
$859.76
$0.00
$470.83
$570.17
$1,032.97
$1,168.49
$1,209.56
$0.00
$339.36
$408.37
$805.37
$0.00
$174.04
$1,296.24

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

2759
27590
27591
27592
27594
27596
27598
27599
27600
27601
27602
27603
27604
27605
27606
27607

2761
27610
27612
27613
27614
27615
27618
27619

2762
27620
27625
27626

2763
27630
27635
27637
27638

2764
27640
27641
27645
27646
27647
27648

L'}

- -
-

-

bt I

Procedure Code Description

MOUTH REPAIR NEC
AMPUTATION, THIGH
AMPUTATION THIGH IMM FITTING
AMPUTATION, THIGH
AMPUTATION, THIGH
AMPUTATION, THIGH
DISARTICULATION, KNEE

UNLISTED PROCEDURE, FEMUR OR KNEE

DECOMPRESSION FASCIOTOMY LEG
DECOMPRESSION FASCIOTOMY,LEG
FASCIOTOMY, LEG

INCISION/DRAIN LEG/ANKLE DEE
INCISION/DRAIONAGE LEG/ANKLE
TENOTOMY, ACHILLES TENDON
TENOTOMY, ACHILLES TENDON
INCISION DEEP W/OPENING BONE
SUTURE OF PALATE LACERAT
ARTHROTOMY, ANKLE
ARTHROTOMY, ANKLE
BIOPSY,SOFT TISSUE OF LEG/AN
BX SOFT TISSUES, DEEP

RADICAL RECESTION OF TUMOR,S
EXCISION, BENIGN TUMOR, SUBC
EXCISION, TUMOR, LEG OR ANKL
CLEFT PALATE CORRECTION
ARTHROTOMY, ANKLE
ARTHROTOMY, ANKLE
ARTHROTOMY, INCLUDING TENOSY
REVIS CLEFT PALAT REPAIR
EXCISION, LESION, LEG

EXCISION, CYST, TIBIA/FIBULA
EXCISION, CYST, TIBIA/FIBULA
EXCISION/CURETTAGE BONE CYST
INSERTION OF PALATAL IMPLANT
EXCISION, PARTIAL, TIBIA
EXCISION, PARTIAL, FIBULA
RESECTION, TIBIA

RESECTION, FIBULA

RESECTION, ASTRAGALUS
ARTHROGRAPHY, ANKLE, INJ PCD

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1982
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/2004
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$876.28
$949.12
$796.65
$563.04
$821.79
$787.90
$0.00
$469.18
$469.33
$547.04
$717.43
$534.40
$434.23
$595.05
$728.81
$0.00
$665.83
$557.22
$258.68
$574.41
$1,041.36
$580.15
$738.02
$0.00
$501.34
$636.19
$686.52
$0.00
$537.14
$667.13
$788.17
$822.03
$0.00
$1,047.23
$900.60
$1,166.73
$1,095.15
$844.33
$348.80

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 22222<Z2222Z2222Z222222Z2222Z2222Z2222Z2222Z2222Z2222Z2Z22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

27650
27652
27654
27656
27658
27659
27664
27665
27675
27676
27680
27681
27685
27686
27687
2769
27690
27691
27692
27695
27696
27698
27700
27702
27703
27704
27705
27707
27709
2771
27712
27715
2772
27720
27722
27724
27725
27727
2773
27730

L'}

- -
-

-

bt I

Procedure Code Description

REPAIR, ACHILLES TENDON
REPAIR RUPTURED ACHILLES TEN
REPAIR, ACHILLES TENDON
REPAIR, FASCIAL DEFECT, LEG
REPAIR, TENDON, LEG

REPAIR, TENDON, LEG

REPAIR OF EXTENSOR TENDON OF LEG PR
SECONDARY WITH OR W/O GRAFT, SINGLE

REPAIR DISLOCATING PERONAL T
REPAIR, TENDON, LEG
TENOLYSIS, LEG

TENOLYSIS, LEG
LENGTHEN/SHORTEN TENDON, LEG
LENGTHEN/SHORTEN TENDON, LEG
GASTROCNEMIUS RECESSION
OTH PLASTIC REPAIR PALAT
TRANSFER, TENDON, LEG
TRANSFER, TENDON, LEG
TRANSFER, TENDON, LEG

REPAIR, LIGAMENT, ANKLE
REPAIR, LIGAMENT, ANKLE
REPAIR, LIGAMENT, ANKLE
ARTHROPLASTY, ANKLE
ARTHROPLASTY, ANKLE; WITH IM
ARTHROPLASTY, ANKLE-SECONDAR
REMOVAL OF ANKLE IMPLANT
OSTEOTOMY, TIBIA

OSTEOTOMY, FIBULA
OSTEOTOMY, TIBIA/FIBULA
INCISION OF UVULA

OSTEOTOMY, TIBIA
OSTEOPLASTY, TIBIA/FIBULA
EXCISION OF UVULA

REPAIR, MALUNION, TIBIA

REPAIR, MALUNION, TIBIA

REPAIR, MALUNION, TIBIA

REPAIR, MALUNION, TIBIA

REPAIR, PSEUDARTHROSIS, TIBI
REPAIR OF UVULA

EPIPHYSEAL ARREST, LOWER LEG

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005

Allowed
Amount

$690.73
$725.52
$728.14
$549.09
$542.80
$684.51
$766.22
$503.74
$557.11
$645.27
$494.47
$555.69
$593.19
$793.10
$528.14
$0.00
$653.37
$750.91
$104.82
$554.73
$634.13
$682.07
$619.81
$957.46
$1,052.14
$595.87
$781.61
$448.38
$762.90
$0.00
$1,009.53
$1,057.48
$0.00
$906.43
$900.38
$1,264.44
$1,117.59
$1,014.74
$0.00
$991.74

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

27732
27734
27740
27742
27745
27750
27752
27756
27758
27759
27760
27762
27766
27780
27781
27784
27786
27788
2779
27792
27808
27810
27814
27816
27818
27822
27823
27824
27825
27826
27827
27828
27829
27830
27831
27832
27840
27842
27846
27848

L'}

- -
-

-

bt I

Procedure Code Description

EPIPHYSEAL ARREST, LOWER LEG
EPIPHYSEAL ARREST, LOWER LEG
EPIPHYSEAL ARREST, LOWER LEG
EPIPHYSEAL ARREST, LOWER LEG
PROPHYLACTIC TREATMENT, TIBI
FRACTURE, TIBIA

FRACTURE, TIBIA

FRACTURE, TIBIA

OPEN CLOSED TRIMENT TIBIAL S
OPEN TREAT TIBIAL SHAFT FX B
FRACTURE MEDIAL MALLEOLUS
FRACTURE, TIBIA

FRACTURE, TIBIA

FRACTURE, FIBULA

FRACTURE, FIBULA; WITH MANIP
FRACTURE, FIBULA

FRACTURE, FIBULA

FRACTURE, FIBULA

OTHER UVULA OPERATIONS
OPEN TREATMENT DISTAL FIBULA
FRACTURE, TIBIA AND FIBULA
FRACTURE, TIBIA AND FIBULA
FRACTURE, TIBIA AND FIBULA
TREAT CLOSED TRIMALLEOLAR AN
FRACTURE, TIBIA AND FIBULA
FRACTURE, TIBIA AND FIBULA
FRACTURE, TIBIA AND FIBULA
CLOSED TREAT WEIGHT BEARING
W/SKELETAL TRACTION OR REQUI
OPEN TREAT FX WT BEARING ART
FRACTURE/DISLOCATION OF TIBIA ONLY
OF BOTH TIBIA AND FIBULA

OPEN TREAT DISTAL TIBIOFIBUL
DISLOCATION, TIBIO-FIBULAR J
TREATMENT PROXIAML TIBIOFIBU
DISLOCATION, TIBIO-FIBULAR J
DISLOCATION, ANKLE
DISLOCATION, ANKLE
DISLOCATION, ANKLE
DISLOCATION, TIBIO-FIBULAR J

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$680.22
$678.83
$888.57
$942.23
$770.98
$309.32
$496.12
$619.34
$851.64
$975.41
$294.51
$452.05
$595.28
$278.79
$379.57
$558.99
$286.70
$391.03
$0.00
$565.60
$321.52
$454.32
$773.05
$307.97
$472.16
$854.94
$973.55
$323.54
$512.57
$721.66
$1,037.61
$1,122.43
$498.12
$336.71
$338.51
$516.56
$378.56
$410.91
$722.91
$818.12

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

27860
27870
27871
27880
27881
27882
27884
27886
27888
27889
27892
27893
27894
27899
2791
2792
2799
280
28001
28002
28003
28005
28008
28010
28011
28020
28022
28024
28030
28035
28043
28045
28046
28050
28052
28054
28060
28062
28070
28072

L'}

- -
-

-

bt I

Procedure Code Description

MANIPULATION, ANKLE
ARTHRODESIS, ANKLE
ARTHRODESIS TIBIOFIBULAR JOI
AMPUTATION, LEG

AMPUTATE LEG W/FITTING INCL.
AMPUTATION LEG THRU TIBIA &
AMPUTATION, LEG

AMPUTATION, LEG

AMPUTATION, ANKLE
DISARTICULATION, ANKLE
DECOMPRESSION FASCIOTOMY LEG
POSTERIOR COMPARTMENTS ONLY
ANTERIOR AND LATERAL COMPART
UNLISTED PROCEDURE, LEG/ANKL
LABIAL FRENOTOMY

MOUTH INCISION NOS

ORAL CAVITY OPS NEC
PERITONSILLAR | & D

DRAINAGE, BURSA, FOOT

DEEP DISSECTION BELOW FASCIA
DEEP DISSECTION BELOW FASCIA

INCISION, DEEP, W/OPENING OF BONE C

FASCIOTOMY FOOT-TOE
TENOTOMY, TOE

TENOTOMY, TOE

ARTHROTOMY, TOE JOINTS
ARTHROTOMY, TOE JOINTS
ARTHROTOMY, TOE JOINTS
DENERVATION, FOOT

TARSAL TUNNEL RELEASE
EXCISION TUMOR FOOT SUBCUTAN
EXCISION, TUMOR, FOOT
RADICAL RESECTION OF TUMOR,
ARTHROTOMY, FOOT JOINT
ARTHROTOMY, FOOT JOINT
ARTHROTOMY, FOOT JOINT
FASCIECTOMY, PLANTAR
FASCIECTOMY EXCISION OF PLAN
SYNOVECTOMY, FOOT JOINTS
SYNOVECTOMY, FOOT JOINTS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$214.76
$991.08
$718.12
$846.58
$917.32
$774.33
$669.00
$728.12
$738.19
$726.24
$559.56
$564.48
$733.82

$0.00

$0.00

$0.00

$0.00

$0.00
$289.55
$400.50
$698.15
$672.28
$440.28
$361.69
$468.79
$460.27
$440.40
$449.19
$352.65
$486.90
$382.38
$451.43
$835.66
$477.47
$415.71
$386.73
$488.92
$556.47
$459.63
$468.57

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

28080
28086
28088
28090
28092
28100
28102
28103
28104
28106
28107
28108
2811
28110
28111
28112
28113
28114
28116
28118
28119
28120
28122
28124
28126
28130
28140
28150
28153
28160
28171
28173
28175
2819
28190
28192
28193
282
28200
28202

L'}

- -
-

-

bt I

Procedure Code Description

EXCISION, MORTONS NEUROMA
SYNOVECTOMY, FOOT TENDONS
SYNOVECTOMY, FOOT TENDONS
EXCISION, LESION, FOOT
EXCISION LESION OF TENDON OR
EXCISION, TUMOR, FOOT BONES
EXCISION, TUMOR, FOOT BONES
EXCISION OF BONE CYST/BENIGN
EXCISION, TUMOR, FOOT BONES
EXCISION, TUMOR, FOOT BONES
EXCISION BONE CYST TARSAL/ME
EXCISION, TUMOR, FOOT BONES
TONSIL ADENOID BIOPSY
OSTECTOMY PARTIAL EXCISION F
OSTECTOMY, METATARSAL
OSTECTOMY, METATARSAL
OSTECTOMY COMPLETE 5TH METAT
OSTECTOMY, METATARSAL
EXCISION, TARSAL COALITION
EXCISION, OS CALCIS

EXCISION, OS CALCIS

EXCISION, PARTIAL, FOOT BONE
EXCISION, PARTIAL, FOOT BONE
EXCISION, PARTL, PHALANX, TO
CONDYLECTOMY, PHALANGEAL BAS
ASTRAGALECTOMY
METATARSECTOMY, FOOT
PHALANGECTOMY, FOOT
RESECTION, HEAD OF PHALANX,
HEMIPHALANGECTOMY, FOOT
RADICAL RESECTION FOR TUMOR
RADICAL RESECTION FOR TUMOR
RADICAL RESECTION FOR TUMOR
TONSIL ADENOID DX OP NEC
REMOVE FOREIGN BODY; SUBCUTA
REMOVAL FB FOOT DEEP
REMOVAL FB FOOT COMPLICATED
TONSILLECTOMY

REPAIR, TENDON, FOOT

REPAIR, TENDON, FOOT

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005

Allowed
Amount

$396.31
$576.17
$477.73
$437.37
$409.27
$649.32
$593.32
$539.66
$477.37
$506.53
$542.66
$406.65

$0.00
$446.47
$492.11
$466.23
$478.57
$785.63
$604.08
$538.50
$490.98
$579.57
$641.36
$502.45
$412.12
$602.01
$607.63
$445.73
$417.81
$426.35
$639.48
$693.55
$546.61

$0.00
$289.42
$447.36
$513.05

$0.00
$456.13
$679.11

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

28208
28210
28220
28222
28225
28226
28230
28232
28234
28238
28240
28250
28260
28261
28262
28264
28270
28272
28280
28285
28286
28288
28289
28290
28292
28293
28294
28296
28297
28298
28299
283
28300
28302
28304
28305
28306
28307
28308
28309

L'}

- -
-

-

bt I

Procedure Code Description

REPAIR, TENDON, FOOT

REPAIR, TENDON, FOOT
TENOLYSIS, FOOT

TENOLYSIS, FOOT

TENOLYSIS, FOOT

TENOLYSIS, EXTENSOR, FOOT, MULTIPLE
TENOTOMY, FOOT

TENOTOMY, FOOT

TENOTOMY, FOOT

ADVANCEMENT, TENDON, FOOT
TENOTOMY, ABDUCTR HALLCS MSL
DIVISION, PLANTAR FASCIA
CAPSULOTOMY, FOOT
CAPSULOTOMY, FOOT
CAPSULOTOMY, FOOT
CAPSULOTOMY, FOOT
CAPSULOTOMY, FOOT
CAPSULATOMY INTERPHALANGEAL JOINT,
WEBBING OPERATION, TOES
ARTHRODESIS, INTRPHNGL JT, T
PLASTIC PROCEDURE, FIFTH TOE
EXOSTECTOMY, METATARSAL
HALLUX RIGIDUS CORRECT DEBRIDMENT
HALLUX VALGUS CORRECTION
HALLUX VALGUS CORRECTION
HALLUX VALGUS CORRECTION
HALLUX VALGUS CORRECTION
HALLUX VALGUS CORRECTION
LAPIDUS PIPE PROCEDURE, BUNI
HALLUX VALGUS CORRECTION
OSTEOMY-HALLUS VALGUS
TONSILLECTOMY/ADENOIDEC
OSTEOTOMY, FOOT BONES
OSTEOTOMY, FOOT BONES
OSTEOTOMY, FOOT BONES
OSTEOTOMY, FOOT BONES
OSTEOTOMY, FOOT BONES
OSTEOTOMY FIRST METATARSAL W
OSTEOTOMY, FOOT BONES
OSTEOTOMY METATARSALS MULTIP

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$437.96
$567.36
$442.81
$493.87
$397.20
$448.57
$436.25
$399.00
$393.29
$620.80
$437.97
$526.88
$671.00
$821.40
$1,127.91
$762.08
$472.63
$400.62
$477.14
$467.28
$465.87
$479.80
$619.17
$533.66
$595.76
$705.32
$676.91
$712.02
$777.30
$639.99
$785.08
$0.00
$834.81
$680.32
$662.84
$867.41
$517.78
$693.29
$467.25
$856.16

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

28310
28312
28313
28315
28320
28322
28340
28341
28344
28345
284
28400
28405
28406
28415
28420
28430
28435
28436
28445
28450
28455
28456
28465
28470
28475
28476
28485
28490
28495
28496
285
28505
28510
28515
28525
28530
28531
28540
28545

L'}

- -
-

-

bt I

Procedure Code Description

OSTEOTOMY, FOOT BONES
OSTEOTOMY, FOOT BONES
RECONSTRUCT ANGULAR DEFORMIT
SESAMOIDECTOMY, FIRST TOE
REPAIR, NON-UNION, FOOT BONE
REPAIR, NON-UNION, FOOT BONE
RECONSTRUCTION,TOE MACRODACT
RECONSTRUCTION, TOE,MACRODACT
RECONSTRUCTION, TOE, MACRODA
RECONSTRUCTION, TOES; SYNDAC
EXCISION OF TONSIL TAG
FRACTURE, OS CALCIS

FRACTURE, OS CALCIS

FRACTURE, OS CALCIS

FRACTURE, OS CALCIS

FRACTURE, OS CALCIS

FRACTURE, ASTRAGALUS
FRACTURE, ASTRAGALUS

TREAT CLOSED TALUS FX W/MANI
FRACTURE, ASTRAGALUS
FRACTURE, TARSAL BONES
FRACTURE, TARSAL BONES

TREAT CLOSED TARSAL BONE FX
FRACTURE, TARSAL BONES
FRACTURE, METATARSAL
FRACTURE, METATARSAL
TREATMENT OF CLOSED METATARS
FRACTURE, METATARSAL
FRACTURE, PHALANX, TOE
FRACTURE, PHALANX, TOE

CLOSED FX GT TOE W/MANIP AND
EXCISION LINGUAL TONSIL
FRACTURE, PHALANX, TOE
FRACTURE, PHALANX, TOE
FRACTURE, PHALANX, TOE
FRACTURE, PHALANX, TOE
TREATMENT OF CLOSED SESAMOID
OPEN TREAT SESAMOID FX W/WO
DISLOCATION, TARSAL BONE
DISLOCATION, TARSAL BONE

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$506.67
$461.17
$492.04
$449.62
$651.74
$708.47
$565.20
$639.86
$408.10
$541.63
$0.00
$273.30
$396.04
$530.14
$1,135.31
$1,167.94
$253.56
$309.69
$441.26
$1,046.25
$247.34
$301.10
$310.14
$540.79
$225.68
$285.52
$351.71
$489.76
$132.76
$153.49
$456.28
$0.00
$524.75
$124.52
$149.13
$484.88
$136.63
$483.92
$201.68
$251.45

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

28546
28555
28570
28575
28576
28585
286
28600
28605
28606
28615
28630
28635
28636
28645
28660
28665
28666
28675
287
28705
28715
28725
28730
28735
28737
28740
28750
28755
28760
28800
28805
28810
28820
28825
28899
2891
2892
2899
290

Wiy
.i

bt I

Procedure Code Description

DISLOCATION, TARSAL BONE
DISLOCATION, TARSAL BONE
DISLOC, ASTRAGALO-TARSAL JOI
DISLOC, ASTRAGALO-TARSAL JOI
PERCUTANEOUS SKELETAL FIXATI
DISLOC, ASTRAGALO-TARSAL JOI
ADENOIDECTOMY

DISLOC, TARSO-METATARSAL JOI
DISLOC, TARSO-METATARSAL JOI
DISLOC, TARSO-METATARSAL JOI
DISLOC, TARSO-METATARSAL JOI
DISLOC, METATARSO-PHLNGL JNT
DISLOC, METATARSO-PHLNGL JNT
PERCUTANEOUS SKELETAL FIXATI
DISLOC, METATARSO-PHLNGL JNT
DISLOC, INTERPHLNGL JNT, TOE
CLOSED INTERPHALANGEAL JOINT
PERCUTANEOUS SKELETAL FIXATI
DISLOC, INTERPHLNGL JNT, TOE
HEMORR CONTRL POST T & A
ARTHRODESIS, PANTALAR

TRIPLE ARTHRODESIS
ARTHRODESIS, SUBTALAR
ARTHRODESIS, MIDTARSAL
FLATFOOT CORRECTION
ARTHRODESIS, MIDTARSAL
ARTHRODESIS, MIDTARSAL OR TA
ARTHRODESIS, GREAT TOE
ARTHRODESIS, GREAT TOE, INTE
ARTHRODESIS, INTERPHALANGEAL
AMPUTATION, FOOT
AMPUTATION, FOOT
AMPUTATION, METATARSAL
AMPUTATION, TOE

AMPUTATION, TOE

UNLISTED PROCEDURE, FOOT OR
INCIS TO REMOV TONSIL FB
EXCIS TONSIL/ADENOID LES
TONSIL/ADENOID OPS NEC
PHARYNGOTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
09/01/1982
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$538.05
$688.44
$184.99
$298.82
$558.64
$597.40
$0.00
$215.10
$249.30
$721.84
$611.85
$141.92
$155.39
$265.74
$383.51
$148.99
$155.10
$541.90
$425.69
$0.00
$1,233.42
$920.59
$827.09
$770.50
$763.50
$670.63
$739.79
$693.86
$464.13
$641.81
$607.48
$617.07
$499.60
$495.36
$471.30
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

29000
29010
29015
29020
29025
29035
29040
29044
29046
29049
29055
29058
29065
29075
29085
29086
29105
2911
2912
29125
29126
29130
29131
2919
292
29200
29220
29240
29260
29280
293
29305
2931
2932
29325
2933
29345
29355
29358
29365

L'}

- -
-

-

bt I

Procedure Code Description

APPLICATION OF HALO TYPE BOD
RISSER JACKET

RISSER JACKET

TURNBUCKLE JACKET
TURNBUCKLE JACKET

BODY CAST

MINERVA CAST

BODY CAST

BODY CAST

PLASTER FIGURE OF 8
SHOULDER SPICA

VELPEAU CAST

LONG ARM CAST

SHORT ARM CAST

GAUNTLET CAST

FINGER, APPLICATION, CAST
SPLINTS, UPPER EXTREMITY
PHARYNGOSCOPY
PHARYNGEAL BIOPSY

SPLINTS, UPPER EXTREMITY
APPLICATION OF SHORT ARM SPL
APPLICATION OF FINGER SPLINT
APPLICATION OF FINGER SPLINT
PHARYNGEAL DX PROC NEC
EXC BRANCHIAL CLEFT CYST
STRAPPING, THORAX
STRAPPING, LOW BACK
STRAPPING, SHOULDER (E.G. VE
STRAPPING, ELBOW OR WRIST
STRAPPING, HAND OR FINGER
DESTRUCT PHARYNGEAL LES
HIP SPICA

CRICOPHARYNGEAL MYOTOMY
PHARYNGEAL DIVERTICULECTOMY
HIP SPICA

PHARYNGECTOMY (PARTIAL)
LONG LEG CAST

LONG LEG CAST

LONG LEG CAST BRACE
CYLINDER CAST

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
10/01/1996
10/01/1996
07/01/2005
10/01/1996
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$176.01
$177.53
$195.28
$188.83
$200.81
$168.86
$170.25
$187.32
$202.33
$69.58
$147.75
$93.65
$69.85
$64.42
$69.66
$50.36
$68.02
$0.00
$0.00
$51.40
$68.77
$33.45
$43.79
$0.00
$0.00
$52.20
$56.03
$56.85
$48.59
$49.13
$0.00
$168.91
$0.00
$0.00
$189.95
$0.00
$103.77
$107.31
$111.78
$91.19

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

2939
294
29405
29425
29435
29440
29445
29450
29505
2951
29515
2952
29520
2953
29530
2954
29540
29550
29580
2959
29590
29700
29705
29710
29715
29720
29730
29740
29750
29799
29800
29804
29805
29806
29807
29819
29820
29821
29822
29823

L'}

- -
-

-

bt I

Procedure Code Description

OTHER EXCISION LESION-PHARYNX
PLASTIC OP ON PHARYNX

SHORT LEG CAST

SHORT LEG CAST

PTB CAST

CAST WALKER

APPLICATION OF RIGID TOTAL C
CLUB FOOT CAST

SPLINTS, LOWER EXTREMITY
SUTURE OF PHARYNGEAL LAC
SPLINTS, LOWER EXTREMITY

CLOS BRANCH CLEFT FISTUL
STRAPPING HIP

CLOS PHARYNX FISTULA NEC
STRAPPING KNEE

LYSIS PHARYNGEAL ADHES
STRAPPING ANKLE - ANY AGE
STRAPPING TOES

UNNA BOOT

PHARYNGEAL REPAIR NEC
DENIS-BROWNE SPLINT STRAPPIN
CAST REPAIR OR REMOVAL
REMOVAL OR BIVALVING FULL AR
CAST REPAIR OR REMOVAL

CAST REPAIR OR REMOVAL

CAST REPAIR OR REMOVAL

CAST REPAIR OR REMOVAL

CAST REPAIR OR REMOVAL

CAST REPAIR OR REMOVAL

BODY STRAPPING
ARTHROSCOPY,TMJ,DIAGNOSTIC W
ARTHROSCOPY, TMJ, SURGICAL
ARTHROSCOPY SHOULDER
ARTHROSCOPY SHOULDER
ARTHROSCOPY, SHOULDER
ARTHROSCOPY SHOULDER SURG W/
ARTHROSCOPY, SYNOVECTOMY, PA
SYNOVECTOMY COMPLETE
ARTHROSCOPY SHOULDER DEBRIDE

ARTHROSCOPY SHOULDER SURGICA

For Informational Purposes Only!

Price
Effective
Date

10/01/1996
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$0.00
$67.18
$73.60
$90.20
$41.95
$120.67
$123.47
$62.26
$0.00
$53.31
$0.00
$50.50
$0.00
$48.65
$0.00
$32.30
$31.05
$41.57
$0.00
$44.98
$48.55
$53.30
$100.89
$67.67
$57.70
$52.29
$76.77
$85.62
$0.00
$549.09
$593.39
$334.02
$928.52
$902.68
$618.30
$588.12
$622.74
$608.59
$650.15

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

29824
29825
29826
29827
29830
29834
29835
29836
29837
29838
29840
29843
29844
29845
29846
29847
29848
29850
29851
29855
29856
29860
29861
29862
29863
29866
29867
29868
29870
29871
29873
29874
29875
29876
29877
29879
29880
29881
29882
29883

L'}

- -
-

-

bt I

Procedure Code Description

ARTHROSCOPY, SHOULDER
ARTHROSCOPY,SHOULDER W/LYSIS
ARTHROSCOPY SHOULDER DECOMPR
ARTHROSCOPY- SHOULDER
ARTHROSCOPY ELBOW DIAGNOSTIC
ARTHROSCOPY,ELBOW,SURGICAL;R
ARTHROSCOPY ELBOW SURG SYNOV
ARTHROSCOPY,ELBOW,SURGICAL;S
ARTHROSCOPY,ELBOW,SURGICAL;D
DEBRIDEMENT EXTENSIVE
ARTHROSCOPY WRIST DIAGNOSTIC
ARTHROSCOPY WRIST SURG FOR |
ARTHROSCOPY, SNYOVECTOMY, PA
SYNOVECTOMY COMPLETE
ARTHROSCOPY, WRIST, EXCISION
ARTHROSCOPY,WRIST,SURGICAL;I
ARTHROSCOPY WRIST SURG/W/REL
ARTHROSCOPICALLY AIDED TREAT
ARTHROSCOPICALLY AID TREAT W
ARTHROSCOPICALLY AIDED TXOF
BICONDYLAR,W/WO INTERNAL OR
ARTHROSCOPY, HIP, DIAGNOSTIC
ARTHOSCOPY, HIP, SURGICAL,REM F/B
ARTHOSCOPY, HIP, SURGICAL,DEBRIDMEN
ARTHROSCOPY, HIP, SURGICAL;W/SYNOV
ARTHROSCOPY, KNEE, SURGICAL
ARTHROSCOPY, KNEE, SURGICAL
ARTHROSCOPY, KNEE, SURGICAL
ARTHROSCOPY KNEE DIAGNOSTIC
ARTHROSCOPY, KNEE SURGICAL F
ARTHROSCOPY - KNEE
ARTHROSCOPY KNEE FOR REMOVAL
ARTHROSCOPY KNEE SYNOVECTOMY
ARTHROSCOPY KNEE SYNOVECTOMY
ARTHROSCOPY KNEE DEBRIDEMENT
ARTHROSCOPY KNEE ABRASION AR
ARTHROSCOPY KNEE SURGICAL WI
ARTHROSCOPY KNEE W/MENISCECT
ARTHROSCOPY KNEE MENISCUS RE
ARTHROSCOPY WITH MENISCUS RE

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$565.39
$617.45
$698.53
$925.60
$424.66
$471.10
$479.00
$542.97
$506.06
$552.53
$488.85
$518.74
$541.03
$601.83
$644.73
$662.92
$488.45
$555.73
$901.22
$758.35
$958.36
$576.63
$640.80
$703.98
$722.66
$955.62
$1,144.84
$1,545.28
$401.90
$528.73
$426.25
$538.93
$497.31
$609.04
$557.32
$596.89
$623.47
$581.12
$628.99
$766.03

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 67 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

29884
29885
29886
29887
29888
29889
29891
29892
29893
29894
29895
29897
29898
29899
29900
29901
29902
2991
2992
2999
29999
30000
3001
30020
3009
301
30100
30110
30115
30117
30118
30120
30124
30125
30130
30140
30150
30160
30200
3021

Wiy
.i

bt I

Procedure Code Description

ARTHROSCOPY KNEE W/LYSIS OF
DRILLING FOR OSTEOCONDRITIS
ARTHROSCOPY KNEE DRILLING FO
ARTHROSCOPY KNEE DRILLING IN
ARTHROSCOPICALLY AIDED ANTER
ARTHROSCOPICALLY AIDED POSTE
ARTHROSCOPY, ANKLE, SURGICAL
ARTHROSCOPICALLY AIDED REPAI
ENDOSCOPIC PLANTAR FASCIOTOM
ARTHROSCOPY ANKLE TIBIOTALAR
ARTHROSCOPY ANKLE SYNOVECTOM
ARTHROSCOPY DEBRIDEMENT LIMI
ARTHROSCOPY ANKLE TIB/FIB JO
ARTHROSCOPY - ANKLE
ARTHROSCOPY, METACARPOPHALANGEAL
ARTHROSCOPY, METACARPOPHALANGEAL
ARTHROSCOPY, METACARPOPHALANGEAL
PHARYNGEAL DILATION

DIVIS GLOSSOPHARYNG NERV
PHARYNGEAL OPERATION NEC
UNLISTED PROCEDURE, ARTHROSCOPY
DRAINAGE, ABSCESS, NOSE

LARYNX CYST MARSUPIALIZ

DRAINAGE, ABSCESS, NASAL SEP
DESTRUCT LARYNX LES NEC
HEMILARYNGECTOMY

BIOPSY, INTRANASAL SOFT TISS

NASAL POLYP EXCISION

NASAL POLYP EXCISION
EXCISION/DESTRUCTION ANY MET
EXCISION/DESTRUCTION ANY MET
EXCISION, SKIN NOSE

EXCISION, DERMOID CYST

EXCISION DERMOID CYST COMPLE
EXCISION, TURBINATE

RESECTION, TURBINATE

RHINECTOMY; PARTIAL

RHINECTOMY; TOTAL

INJECTION, TURBINATE
EPIGLOTTIDECTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
01/01/2002
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989

Allowed
Amount

$575.75
$675.90
$587.83
$673.44
$949.12
$1,067.60
$618.51
$645.74
$385.15
$543.66
$534.01
$565.37
$610.79
$981.38
$401.99
$442.97
$475.54
$0.00
$0.00
$0.00
$0.00
$136.85
$0.00
$140.11
$0.00
$0.00
$79.18
$153.33
$312.17
$281.22
$643.21
$385.77
$224.54
$485.91
$257.43
$280.07
$634.52
$649.41
$69.79
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 222Z222Z2Z<2Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

30210
3022
30220
3029
303
30300
30310
30320
304
30400
30410
30420
30430
30435
30450
30460
30462
30465
30520
30540
30545
30560
30580
30600
30620
30630
30801
30802
30901
30903
30905
30906
30915
30920
30930
30999
310
31000
31002
31020

L'}

- -
-

-

bt I

Procedure Code Description

DISPLACEMENT THERAPY, NOSE

VOCAL CORDECTOMY

INSERT NASAL SEPTAL PROSTHES
OTHER PART LARYNGECTOMY
COMPLETE LARYNGECTOMY

REMOVAL FOREIGN BODY INTRANA
REMOVAL FOREIGN BODY INTRANA
REMOVAL FOREIGN BODY INTRANA
RADICAL LARYNGECTOMY

RHINOPLASTY

RHINOPLASTY

RHINOPLASTY

RHINOPLASTY

RHINOPLASTY, SECONDARY INTER
RHINOPLASTY, MAJOR REVISION
RHINOPLASTY FOR NASAL DEFORM

TIP, SEPTUM, OSTEOTOMIES

REPAIR OF NASAL VESTIBULAR STENOSIS
SEPTOPLASTY

REPAIR, CHOANAL ATRESIA

REPAIR, CHOANAL ATRESIA

LYSIS, SYNECHIA, INTRANASAL

REPAIR, FISTULA, OROMAXILLAR

REPAIR, FISTULA, ORONASAL
RECONSTRUCTION, INTERNAL NOS
REPAIR NASAL SEPTAL PERFORAT
CAUTERIZATION MUCOSA OF TURB
CAUTERIZATION MUCOSA OF TURB
SIMPLE CAUTERIZATION TO CONTROL NAS
CONTROL NASAL HEMORRHAGE ANTERIO
NASAL HEMORRHAGE CONTROL

NASAL HEMORHAGE CONTROL, SUBSEQUE
LIGATION, ETHMOIDAL ARTERIES
LIGATION ARTERIES INTERNAL M
FRACTURE NASAL TRUBINATES TH
UNLISTED PROCEDURE, NOSE

INJECTION OF LARYNX

SINUS LAVAGE

SINUS LAVAGE

ANTROTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$111.34
$0.00
$140.66
$0.00
$0.00
$125.23
$136.51
$342.99
$0.00
$664.06
$832.13
$1,007.12
$515.27
$794.40
$1,173.94
$676.60
$1,211.97
$753.15
$408.49
$510.24
$727.74
$125.26
$415.09
$391.40
$444.05
$504.37
$125.56
$179.49
$92.42
$163.30
$200.79
$232.30
$503.75
$651.77
$118.65
$0.00
$0.00
$123.10
$139.67
$248.16

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z22<Z222zZ222zZ2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

31030
31032
31040
31050
31051
31070
31075
31080
31081
31084
31085
31086
31087
31090
311
31200
31201
31205
3121
31225
31230
31231
31233
31235
31237
31238
31239
31240
31254
31255
31256
31260
31263
31267
31270
31275
31276
31287
31288
3129

Wiy
.i

bt I

Procedure Code Description

ANTROTOMY

SINUSOTOMY RADICAL UNILAT W/
PTERYGOMAXILLARY FOSSA SURGE
SINUSOTOMY
SINUSOTOMY,SPHENOID,BIOPSY;
SINUSOTOMY

SINUSOTOMY

SINUSOTOMY

SINUSOTOMY

SINUSOTOMY

SINUSOTOMY
SINUSOTOMY;NONOBLITERATIVE,W
SINUSOTOMY;NONOBLITERATIVE,W
SINUSOTOMY

TEMPORARY TRACHEOSTOMY
ETHMOIDECTOMY

ETHMOIDECTOMY

ETHMOIDECTOMY

MEDIASTINAL TRACHEOSTOMY
MAXILLECTOMY

MAXILLECTOMY

NASAL ENDOSCOPY, DIAGNOSTIC
NASAL/SINUS ENDOSCOPY,DIAGNO
NASAL/SINUS ENDOSCOPY,DIAGNO
NASAL/SINUS ENDOSCOPY W/BIOP
WITH CONTROL OF EPISTAXIS

WITH DACRYOCYSTORHINOSTOMY
WITH CONCHA BULLOSA RESECTIO
NASAL ENDOSCOPY W/ETHMOIDECT
NASAL ENDOSCOPY & ETHMOIDECT
NASAL ENDOSCOPY WITH MAXILLA
MAXILLARY SINUS ENDOSCOPY DIAGNOSTI
MAXILLARY SINUS ENDOSCOPY,SURGICAL,;
MAXILLARY ENDOSCOPY SURG W/R
SPHENOID ENDOSCOPY, DIAGNOSTIC, W/
SPHENOID ENDOSCOPY, SURGICAL
NASAL/SINUS ENDOSCOPY W/FRON
NASAL/SINUS ENDOSCOPY,SURGIC
WITH REMOVAL OF TISSUE FROM
OTHER PERM TRACHEOSTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989

Allowed
Amount

$380.95
$448.51
$594.47
$366.27
$485.94
$325.98
$618.16
$726.84
$822.16
$859.20
$900.01
$826.10
$833.46
$653.96
$0.00
$376.95
$573.09
$665.14
$0.00
$1,226.67
$1,386.81
$107.43
$169.24
$195.07
$217.44
$245.38
$543.44
$150.73
$265.38
$396.21
$189.02
$197.92
$306.79
$311.48
$108.87
$296.88
$502.95
$224.32
$261.54
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

31290
31291
31292
31293
31294
31299
313
31300
31320
31360
31365
31367
31368
31370
31375
31380
31382
31390
31395
31400
3141
3142
31420
3143
3144
3145
3148
3149
315
31500
31502
31505
31510
31511
31512
31513
31515
31520
31525
31526

L'}

- -
-

-

bt I

Procedure Code Description

NASAL/SINUS ENDOSCOPY,SURGIC
SPHENOID REGION

NASAL/SINUS ENDOSCOPY,SURGIC
W/MEDIAL ORBITAL WALL & INFE
WITH OPTIC NERVE DECOMPRESSI
UNLISTED SINUS PROCEDURE
INCIS LARYNX TRACHEA NEC
LARYNGOTOMY

LARYNGOTOMY

LARYNGECTOMY

LARYNGECTOMY

LARYNGECTOMY

LARYNGECTOMY
HEMILARYNGECTOMY
HEMILARYNGECTOMY
HEMILARYNGECTOMY
HEMILARYNGECTOMY
PHARYNGOLARYNGECTOMY W/RADIC
PHARYNGOLARYNGECTOMY,W/RADIC
ARYTENOIDECTOMY
TRACHEOSCOPY THRU STOMA
LARYNGOSCOPY/TRACHEOSCOP
EPIGLOTTIDECTOMY

CLOSED LARYNGEAL BIOPSY
CLOSED TRACHEAL BIOPSY

OPEN LARYNX OR TRACH BX

OTH LARYNX DX PROCEDURE

OTH TRACHEA DX PROCEDURE
LOCAL DESTRUC LARYNX LES
ENDOTRACHEAL INTUBATION
TRACHEOTOMI TUBE CHANGE
LARYNGOSCOPY

LARYNGOSCOPY

LARYNGOSCOPY, W/REMOVAL OF F
LARYNGOSCOPY, W/REMOVAL OF L
AMB SURG CTR -LARYNGOSCOPY |
LARYNGOSCOPY

LARYNGOSCOPY

LARYNGOSCOPY
LARYNGOSCOPY-DIAGNOSTIC W/OP

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,034.18
$1,092.11
$891.53
$969.73
$1,116.50
$0.00
$0.00
$1,109.03
$610.73
$1,272.08
$1,667.25
$1,605.47
$1,955.63
$1,571.89
$1,452.37
$1,460.08
$1,526.45
$1,980.97
$2,317.08
$904.36
$0.00
$0.00
$895.98
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$109.39
$89.16
$83.78
$166.29
$184.69
$176.51
$121.92
$142.93
$141.82
$195.04
$148.31

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

31527
31528
31529
31530
31531
31535
31536
31540
31541
31545
31546
31560
31561
31570
31571
31575
31576
31577
31578
31579
31580
31582
31584
31585
31586
31587
31588
31590
31595
31599
31600
31601
31603
31605
3161
31610
31611
31612
31613
31614

L'}

- -
-

-

bt I

Procedure Code Description

AMB SURG CTR -LARYNGOSCOPY
LARYNGOSCOPY, WITH DILATATIO
LARYNGOSCOPY DIRECT, W/DILAT
LARYNGOSCOPY

LARYNGOSCOPY DIRECT;W/OPERAT
LARYNGOSCOPY

LARYNGOSCOPY DIRECT OPERATIV
LARYNGOSCOPY

LARYNGOSCOPY

LARYNGOSCOPY, DIRECT, OPERATIVE
LARYNGOSCOPY, DIRECT, OPERATIVE
LARYNGOSCOPY

LARYNGOSCOPY W/ARYTENOIDECTO
LARYNGOSCOPY

LARYNGOSCOPY W/INJECTION VOC
LARYNGOSCOPY, FLEXIBLE FIBER
LARYNGOSCOPY FLEXIBLE FIBERS
LARYNGOSCOPY W/REMOVAL OF FO
LARYNGOSCOPY, WITH REMOVALL
LARNGOSCOY WITH STROBOSCOPY
LARYNGOPLASTY-2 STAGE, W/KEE
LARYNGOPLASTY-FOR STENOSIS,
LARYNGOPLASTY; W/OPEN REDUCT
TREATMENT CLOSED LARYNGEAL F
TX CLOSED LARYNGEAL FRACTURE
LARYNGOPLASTY, CRICOID SPLIT
LARYNGOPLASTY, NOT OTHERWISE
LARYNGEAL REINNERVATION NEUR
SECTION RECURRENT LARYNGEAL
UNLISTED PROC, LARYNX
TRACHEOSTOMY (SP)
TRACHEOSTOMY

TRACHEOSTOMY, EMERGENCY PROC
TRACHEOSTOMY ER CRICOTHYROID
SUTURE OF LARYNGEAL LAC
TRACHEOSTOMY FENESTRATION PR
CONSTR. OF T-E FISTULA&SUBSE
TRACHEAL PUNCTURE
TRACHEOSTROMA REV SIMPLE W/O
TRACHEOSTOMA REVISION;COMPLE

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$179.99
$129.19
$153.27
$188.83
$205.79
$179.86
$204.06
$235.87
$258.75
$364.81
$554.04
$306.20
$321.41
$274.78
$240.44
$109.74
$147.91
$187.78
$209.25
$182.34
$1,017.93
$1,534.49
$1,362.01
$467.03
$718.98
$935.42
$1,057.01
$677.08
$704.50
$0.00
$368.65
$240.00
$217.90
$175.89
$0.00
$690.53
$549.78
$84.37
$467.20
$677.37

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

31615
3162
31620
31622
31623
31624
31625
31628
31629
3163
31630
31631
31632
31633
31635
31636
31637
31638
3164
31640
31641
31643
31645
31646
31656
3169
31700
31708
3171
31710
31715
31717
3172
31720
31725
3173
31730
3174
3175
31750

L'}

- -
-

-

bt I

Procedure Code Description

TRACHEOBRONCHOSCOPY

LARYNGEAL FISTULA CLOS
ENDOBRONCHIAL UNTRASOUND (EBUS)
BRONCHOSCOPY,DIAGNOSTIC W/WO
BRONCHOSCOPY W/ BRUSHING OR PROTE
BRONCHOSCOPY W/BRONCHIAL LAVAGE
BRONCHOSCOPY

BRONCHOSCOPY WITH TRANSBRONC
BRONCHOSCOPY,DIAGNOSTIC W/TR
LARYNGOSTOMY REVISION
BRONCHOSCOPY W TRANCHEAL
BRONCHOSCOPY W/PLACEMENT
BRONCHOSCOPY, RIGID OR FLEXIBLE W/
BRONCHOSCOPY, RIGID OR FLEXIBLE W/
BRONCHOSCOPY

BRONCHOSCOPY, RIGID OR FLEXIBLE
BRONCHOSCOPY, RIGID OR FLEXIBLE
BRONCHOSCOPY, RIGID OR FLEXIBLE
LARYNGEAL FX REPAIR
BRONCHOSCOPY

W/DESTRUCTION TUMOR OR RELIE
BRONCHOSCOPY W/CATHETER PLACEME
BRONCHOSCOPY

BRONCHOSCOPY W/THERAPEUTIC ASPIR
BRONCHOSCOPY WITH INJECTION
OTHER LARYNGEAL REPAIR
BRONCHOSPIROMETRY, CTHETERIZ
LARYNGOGRAPHY CONTRAST MATRI
SUTURE OF TRACHEAL LACER
BRONCHOGRAPHY, CATHETERIZATI
BRONCHOGRAPHY INJECTION
BRONCHIAL BRUSH BIOPSY

CLOSURE OF TRACHEOSTOMY
ASPIRATION, NASOTRACHEOBRONCHIAL
ASPIRATION, TRACHEOBRONCHIAL
TRACHEA FISTULA CLOS NEC
TRANSTRACHEAL INTRODUCTION N
REVISION OF TRACHEOSTOMY
TRACHEAL RECONSTRUCTION
TRACHEOPLASTY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005

Allowed
Amount

$201.94
$0.00
$244.92
$224.46
$204.28
$196.83
$221.96
$251.27
$167.25
$0.00
$208.73
$230.36
$62.93
$78.18
$192.44
$229.60
$81.74
$257.32
$0.00
$262.54
$259.20
$167.35
$158.04
$137.07
$114.61
$0.00
$163.09
$72.98
$0.00
$72.64
$65.15
$185.26
$0.00
$101.99
$92.53
$0.00
$189.19
$0.00
$0.00
$1,022.96

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

31755
31760
31766
31770
31775
31780
31781
31785
31786
3179
31800
31805
31820
31825
31830
31899
3191
3192
3193
3194
3195
3198
3199
32000
32002
32005
3201
32019
32020
32035
32036
3209
32095
321
32100
32110
32120
32124
32140
32141

L'}

- -
-

-

bt I

Procedure Code Description

TRACHEOPHARYNGEAL FISTULIZAT
TRACHEOPLASTY

CARINAL RECONSTRUCTION
BRONCHOPLASTY

BRONCHOPLASTY EXCISION STENO
TRACHEAL STENOSIS EXCISION
TRACHEAL STENOSIS EXCISION
EXCISION TRACHEAL TUMOR CANC
EXCISION TRACHEAL TUMOR CANC
OTHER TRACHEAL REPAIR

SUTURE TRACHEAL WOUND/INJURY
SUTURE TRACHEAL WOUND/INJURY
SURG CLOSE TRACHEOSTOMY/FIST
TRACHEOSTOMY CLOSURE

REVISION, TRACHEOSTOMY SCAR
UNLISTED PROC TRACHEA/BRONCH
LARYNGEAL NERV DIVISION

LYSIS TRACH/LARYNX ADHES
REPLACE TRAC/LARYN STENT
TRACHEAL INJECTION
TRACHEOESOPHAGEAL FISTULIZATION
OTH LARYNGEAL OPERATION

OTHER TRACHEAL OPERATION
THORACENTESIS

THORACENTESIS WITH INSERTION
CHEMICAL PLEURODESIS EG FOR
ENDOSCOPIC ESCISION OR DESTRUCTION
INSERTION OF INDWELLING CATHETER
TUBE THORACOSTOMY
THORACOSTOMY

THORACOSTOMY

OTHER LOCAL EXCISION OR DESTRUCTION
THORACOTOMY

OTHER BRONCHIAL EXCISION
THORACOTOMY

THORACOTOMY

THORACOTOMY

THORACOTOMY; MAJOR WITH OPEN
THORACOTOMY, MAJOR,WITH CYST
THORACOTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
10/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,230.77
$1,253.95
$1,649.89
$1,369.51
$1,400.99
$1,094.62
$1,395.97
$1,076.10
$1,379.48
$0.00
$504.64
$853.33
$440.12
$612.88
$426.80
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$159.06
$109.57
$111.01
$0.00
$837.20
$198.76
$589.44
$647.62
$0.00
$585.00
$0.00
$915.38
$1,277.81
$750.00
$800.41
$855.69
$865.23

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

32150
32151
32160
32200
32201
3221
32215
3222
32220
32225
3228
3229
323
32310
32320
324
32400
32402
32405
32420
32440
32442
32445
32480
32482
32484
32486
32488
325
32500
32501
32520
32522
32525
32540
326
32601
32602
32603
32604

L'}

- -
-

-

bt I

Procedure Code Description

THORACOTOMY
THORACOTOMYW/REMOVAL INTRAPU
THORACOTOMYW/CARDIAC MASSAGE
PNEUMONOSTOMY
PNEUMONOSTOMY;W/DRAINAGE CYST
EMPHYSEMA BLEB PLICATION
PLEURAL SCARIFICATION FOR RE
LUNG VOLUME REDUCTION SURGERY
PULMONARY DECORTICATION
DECORTICATION PULMONARY, SEP
ENDOSCOPIC ESCISION OR DESTRUCTION
DESTROY LOC LUNG LES NEC
SEGMENTAL LUNG RESECTION
PARIETAL PLEURECTOMY
DECORTICATION/PLEURECTOMY
LOBECTOMY OF LUNG

BIOPSY, PLEURA, NEEDLE

BIOPSY PLEURA OPEN

BIOPSY, LUNG/PLEURA
PNEUMONOCENTESIS, PUNCTURE O
TOTAL PNEUMONECTOMY
W/RESECTION OF SEGMENT OF TR
PNEUMONECTOMY EXTRAPLEURAL W
LOBECTOMY, LUNG

TWO LOBES

SINGLE SEGMENT
W/CIRCUMFERENTIAL RESECTION
ALL REMAINING LUNG FOLLOWING
COMPLETE PNEUMONECTOMY
WEDGE RESECTION, SINGLE OR M
RESECTION/REPAIR PORTION OF
RESECTION LUNG W/RESECTION O
PULMONARY RESECTION

RESECT LUNG W/MAJOR RESECT C
EXTRAPLEUAL ENUCLEATION

RAD DISSEC THORAC STRUCT
THORACOSCOPY,DIAGNOSTIC
LUNGS AND PLEURAL SPACE WITH
PERICARDIAL SAC, WITHOUT BIO
PERICARDIAL SAC, WITH BIOPSY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
10/01/1995
07/01/2005
07/01/2005
10/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$859.15
$875.76
$562.73
$910.10
$334.47
$0.00
$735.02
$0.00
$1,355.69
$862.43
$0.00
$0.00
$0.00
$839.82
$1,346.18
$0.00
$127.03
$545.15
$148.05
$109.54
$1,395.16
$1,475.95
$1,417.23
$1,318.14
$1,385.31
$1,186.89
$1,356.24
$1,442.82
$0.00
$1,243.78
$231.66
$1,245.16
$1,373.58
$1,483.44
$890.82
$0.00
$327.04
$350.29
$438.10
$492.11

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

32605
32606
32650
32651
32652
32653
32654
32655
32656
32657
32658
32659
32660
32661
32662
32663
32664
32665
32800
32810
32815
32820
329
32900
32905
32906
32940
32960
32997
32999
330
33010
33011
33015
33020
33025
33030
33031
33050
331

Wiy
.i

bt I

Procedure Code Description

MEDIASTINAL SPACE, WITH BIOP
MEDIASTINAL SPACE, WITHOUT B
THOROSCOPY,SURGICAL;WITH PLE
WITH PARTIAL PULMONARY DECOR
WITH TOTAL PULMONARYT DECORT
WITH REMOVAL OF INTRAPLEURAL
WITH CONTROL OF TRAUMATIC HE
W/EXCISION-PLICATION OF BULL
WITH PARIETAL PLEURECTOMY
W/WEDGE RESECTION OF LUNG,SI
W/REMOVAL OF CLOT OF FOREIGN
W/CREATION OF PERICARDIAL WI
WITH TOTAL PERICARDECTOMY
WITH EXCISION OF PERICARDIAL
WITH EXCISION OF MEDIASTINAL
WITH LOBECTOMY, TOTAL OR SEG
WITH THORACIC SYMPATHECTOMY
WITH ESOPHAGOMYOTOMY
REPAIR, HERNIA, LUNG

CLOSE CHEST WALL FOLLOWING O
OPEN CLOSURE OF MAJOR BRONCH
MAJOR RECONSTRUCTION CHEST W
OTHER EXCISION OF LUNG
RESECTION, RIBS, EXTRAPLEURA
THORACOPLASTY SCHEDE TYPE OR
THORACOPLASTY W/CLOSURE BRON
PNEUMONOLYSIS

PNEUMOTHORAX

TOTAL LUNG LAVAGE, UNILATERAL
UNLISTED PROCEDURE, LUNGS AN
INCISION OF BRONCHUS
PERICARDIOCENTESIS
PERICARDIOCENTESIS

TUBE PERICARDIOSTOMY
PERICARDIOTOMY

PERICARDIAL WINDOW RESECTION
RESECTION, PERICARDIUM
PERICARDIECTOMY SUBTOTAL COM
EXCISION, CYST, PERICARDIAL
INCISION OF LUNG

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
09/01/1982
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989

Allowed
Amount

$403.68
$470.88
$689.70
$784.28
$1,082.65
$794.00
$724.30
$792.34
$809.10
$830.67
$744.60
$743.33
$1,013.68
$809.73
$978.55
$1,077.43
$853.90
$895.52
$852.48
$830.19
$1,325.56
$1,277.73
$0.00
$1,179.45
$1,215.47
$1,490.78
$1,139.93
$139.75
$292.15
$0.00
$0.00
$116.35
$117.68
$402.17
$742.77
$719.45
$1,118.01
$1,271.55
$886.95
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

33120
33130
33140
33141
33200
33201
33206
33207
33208
3321
33210
33211
33212
33213
33214
33215
33216
33217
33218
3322
33220
33222
33223
33224
33225
33226
3323
33233
33234
33235
33236
33237
33238
3324
33240
33241
33243
33244
33245
33246

L'}

- -
-

-

bt I

Procedure Code Description

CARDIAC TUMOR RESECTION

CARDIAC TUMOR RESECTION
TRANSMYOCARDIAL LASER REVASCULRZ
TRANSMYOCARDIAL REVASCULARIZATION
INSERT PERM PACEMKR WI/IPICAR
INSERTION, PACEMAKER

INSERTION OF PERMANENT W/TRA
INSERTION OF PERMANENT PACEM
ARTIAL AND VENTRICULAR
BRONCHOSCOPY THRU STOMA
INSERTION, PACEMAKER ELECTRO
INSERTION OR REPLACEMENT TEM
INSERTION, PULSE GENERATOR

DUAL CHAMBER

UPGRADE IMPLANT PACEMAKER SY
REPOSITIONING OF PACEMAKER

INSERT REPLCMNT/REPOST.PERM.

DUAL CHAMBER

REPAIR, PACEMAKER ELECTRODES
FIBER-OPTIC BRONCHOSCOPY

DUAL CHAMBER

REVISION OR RELOCATION OF SK
REVISION OR RELOCATION OF SK
INSERTION OF PACING ELECTRODE
INSERTION OF PACING ELECTRODE
REPOSITIONING OF CARDIAC ELECTRODE
OTHER BRONCHOSCOPY

REMOVAL OF PERMANENT PACEMAK
AND TRANSVENOUS ELECTRODES,

WITH TRANVENOUS ELECTRODES,
REMOVAL OF PERMANENT EPICARD
DUAL LEAD SYSTEM

REMOVAL OF PERM TRAN US PACE
CLOSED BIOPSY BRONCHUS/BRONCHOSCOP
INSERT/REPLACE IMPLANTABLE C
REMOVE IMPLANT CARDIOVERTER
REMOVE IMPLANT CARDIO PULSE

BY OTHER THAN THORACOTOMY
IMPLANT OR REPLCMNT IMPLANTA

WITH INSERTION/AUTO IMPLANTA

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,458.30
$1,225.72
$1,110.83
$238.19
$787.42
$698.82
$425.93
$497.97
$505.28
$0.00
$166.13
$172.05
$353.39
$397.87
$484.96
$269.45
$364.06
$387.25
$352.07
$0.00
$352.79
$315.47
$407.67
$441.23
$391.26
$424.75
$0.00
$247.93
$457.85
$557.55
$789.78
$836.48
$881.72
$0.00
$464.56
$232.40
$1,220.87
$786.01
$894.57
$1,253.96

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

33249
3325
33250
33251
33253
3326
33261
3327
3328
33282
33284
3329
33300
33305
3331
33310
33315
3332
33320
33321
33322
3333
33330
33332
33335
3334
3339
33400
33401
33403
33404
33405
33406
3341
33410
33411
33412
33413
33414
33415

L'}

- -
-

-

bt I

Procedure Code Description

WI/INSERTION OF CARDIO-DEFIBR
OPEN BIOPSY OF BRONCHUS
OPERATIVE ABLATION OF SUPRAV
OP ABLATION OF SUPRAVENTRICU
OPERATIVE INCISION/RECONSTRU
PERCUTANEOUS LUNG BIOPSY

OP ABLATION OF ARRHYTHMOGENI
CLOSED ENDOSCOPIC BIOPSY OF LUNG
OPEN BIOPSY OF LUNG
IMPLANTATION OF PT-ACTIVATED RECRDR
REMOVAL OF IMPLANTABLE PT-ACTIVATED
BRONCH/LUNG DX PROC NEC
CARDIAC WOUND REPAIR

CARDIAC WOUND REPAIR

DESTR PHREN-LUNG COLLAPS
CARDIOTOMY

CARDIOTOMY
PNEMOTHORAX-LUNG COLLAPS
REPAIR, AORTA

SUTURE REPAIR AORTA; WITH SH
REPAIR, AORTA
PNEUMOPERIT-LUNG COLLAPS
GRAFT INSERTION, CARDIAC
GRAFT INSERTION AORTA; W/SHU
GRAFT INSERTION, CARDIAC
THORACOPLASTY

SURG COLLAPS OF LUNG NEC
VALVULOPLASTY, AORTA

OPEN, WITH INFLOW OCCLUSTON
USING TRANSVENTRICULAR DILAT
CONSTRUCTION OF APICAL-AORTI
REPLACEMENT, AORTIC VALVE
WITH HOMOGRAFT

BRONCHIAL LACERAT SUTURE
AORTIC VALVE REPLACEMENT
REPLACE AORTIC VALVE

REPLACE AORTIC VALVE W/TRANS
BY TRANSLOCATION OF AUTOLOGO
REPAIR OF LEFT VENTRICULAR O
RESECTION, SUBVALVULR STENOS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$823.36
$0.00
$1,255.59
$1,404.22
$1,733.43
$0.00
$1,425.40
$0.00
$0.00
$303.22
$224.32
$0.00
$1,061.97
$1,258.42
$0.00
$1,099.29
$1,302.24
$0.00
$1,000.15
$1,211.20
$1,218.49
$0.00
$1,225.13
$1,334.89
$1,683.49
$0.00
$0.00
$1,645.52
$1,401.00
$1,469.61
$1,656.99
$1,915.18
$2,036.76
$0.00
$1,803.35
$1,978.28
$2,320.91
$2,405.41
$1,745.92
$1,583.09

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

33416
33417
3342
33420
33422
33425
33426
33427
3343
33430
33460
33463
33464
33465
33468
33470
33471
33472
33474
33475
33476
33478
3348
3349
33496
335
3350
33500
33501
33502
33503
33504
33505
33506
33508
3351
33510
33511
33512
33513

L'}

- -
-

-

bt I

Procedure Code Description

VENTRICULOMYOTOMY FOR INDIOP
AORTOPLASTY

BRONCHIAL FISTULA CLOS
VALVOTOMY; MITRAL VALVE; CLO
VALVOTOMY; OPEN HEART W/BYPA
VALVULOPLASTY, MITRAL VALVE
VULVULOPLASTY, MITRAL VALVE
VALVULOPLASTY; RADICAL RECON
LUNG LACERATION CLOSURE
REPLACEMENT, MITRAL VALVE
VALVULOPLASTY, TRICUSPID VAL
VALULOPLASTY TRICUSPID VALVE
WITH RING INSERTION
REPLACEMENT, TRICUSPID VALVE
REPOSITIONING, TRICUSPID VAL
VALVOTOMY PULMONARY VALVE CL
VALVOTOMY,PULMONARY VALVE;VI
VALVOTOMY PULMONARY VALVE OP
VALVOTOMY-PULMONARY VALVE OP
REPLACEMENT PULMONARY VALVE
INFUNDIBULAR STENOSIS RESECT
AUGMENTATION, OUTFLOW TRACT
BRONCHIAL REPAIR NEC

LUNG REPAIR NEC

REPAIR NON-STRUCTURAL PROSTH. VALV

LUNG TRANSPLANT

LUNG TRANSPLANTATION,NOT OTHERWIS

REP CORON A-V OR ARTERIO-CAR
REPAIR CORONARY ARTERIOVENOU
REPAIR ANOMALOUS CORONARY AR
LIGATION, CORONARY ARTERY
LIGATION, CORONARY ARTERY

WITH CONSTRUCTION OF INTRO P

BY TRANSLOCATION FROM PULMON
ENDOSCOPY FOR CORONARY BYPASS
UNILATERAL LUNG TRANSPLANTATION
CORONARY ARTERY BYPASS, VEIN
CORONARY ARTERY BYPASS
CORONARY ARTERY BYPASS
CORONARY ARTERY BYPASS, AUTO

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
10/01/1995
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/1995
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,693.88
$1,657.38
$0.00
$1,232.86
$1,481.39
$1,521.86
$1,825.25
$2,160.37
$0.00
$1,848.69
$1,361.94
$1,462.83
$1,550.42
$1,620.40
$1,787.44
$1,269.87
$1,289.88
$1,288.39
$1,325.90
$1,839.97
$1,441.67
$1,504.78
$0.00
$0.00
$1,600.46
$0.00
$0.00
$1,433.28
$1,015.96
$1,353.11
$1,268.97
$1,490.25
$1,593.53
$1,972.85
$14.66
$0.00
$1,614.40
$1,671.46
$1,762.73
$1,779.28

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

33514
33516
33517
33518
33519
3352
33521
33522
33523
33530
33533
33534
33535
33536
33542
33545
33572
33600
33602
33606
33608
33610
33611
33612
33615
33617
33619
33641
33645
33647
33660
33665
33670
33681
33684
33688
33690
33692
33694
33697

L'}

- -
-

-

bt I

Procedure Code Description

CORONARY ARTERY BYPASS, FIVE
CORONARY ARTERY BYPASS AUTOG
CORONARY BYPASS USING VENOUS
CORONARY ARTERY BYPASS 2 VEN
CORONARY ARTERY BYPASS 3 VEN
BILATERAL LUNG TRANSPLANTATION
CORONARY ARTERY BYPASS 4 VEN
CORONARY ARTERY BYPASS 5 VEN
CORONARY ARTERY BYPASS 6 OR
REOPERATION CORONARY ARTERY
CORONARY ARTERY BYPASS USING
CORONARY ARTERY BYPASS USING
CORONARY ARTERY BYPASS 3 ART
CORONARY ARTERY BYPASS 4 OR
RESECTION, MYOCARDIAL
VENTRICULAR SEPTAL DEFECT
CORONARY ENDARTERECTOMY, EAC
CLOSURE OF ATRIOVENTRICULAR
CLOSURE OF SEMILUNAR VALVE B
ANASTOMOSIS OF PULMONARY ART
REPAIR COMPLEX CARDIAC ANORM
REPAIR COMPLEX CARDIAC ANORM
REPAIR DOUBLE OUTLET RT VENT
WITH REPAIR OF RIGHT VENTRIC
REPAIR COMPLEX CARDIAC ANORM
REPAIR OF COMPLEX CARDIACANO
REPAIR SINGLE VENTRICLE W/AO
CLOSURE, ARTIAL DEFECT
CLOSURE, SINUS VENOSUS DEFEC
REPAIR OR ATRIAL AND VENTRIC
REPAIR ATRIOVENTRICULAR CANA
REPAIR INT/TRANSITIONAL ATRI
ATRIO-VENTRICULAR CANAL
VENTRICULAR SEPTAL DEFECT
VENTRICULAR SEPTAL DEFECT
VENTRICULAR SEPTAL DEFECT
PULMONARY ARTERY BANDING
TETRALOGY OF FALLOT
TETRALOGY OF FALLOT

COMPLETE REPAIR OF TETROLOGY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/1995
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,820.95
$1,930.98
$126.81
$239.34
$351.32
$0.00
$464.17
$576.52
$687.91
$289.13
$1,708.88
$1,802.23
$1,901.88
$2,046.67
$1,668.13
$2,058.61
$219.21
$1,691.90
$1,630.55
$1,751.60
$1,737.02
$1,799.84
$1,914.29
$2,007.86
$1,920.12
$2,108.95
$2,581.33
$1,209.54
$1,413.47
$1,660.33
$1,696.11
$1,656.91
$1,850.53
$1,755.71
$1,725.31
$1,725.47
$1,198.42
$1,754.98
$1,891.13
$1,994.52

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

33702
33710
33720
33722
33730
33732
33735
33736
33737
33750
33755
33762
33764
33766
33767
33770
33771
33774
33775
33776
33777
33778
33779
33780
33781
33786
33788
33800
33802
33803
33813
33814
33820
33822
33824
33840
33845
33851
33852
33853

L'}

- -
-

-

bt I

Procedure Code Description

SINUS OF VALSALVA

REPAIR SINUS OF VALSALVA +V
SINUS OF VALSALVA

CLOSURE AORTICO-LEFT VENTRIC
REPAIR, PULMONARY VEIN

REPAIR COR TRIATRIATUM ORSUP
ATRIAL SEPTECTOMY

OPEN HEART WITH CARDIOPULMON
OPEN HEART WITH INFLOW OCCLU
BLALOCK-TAUSSIG PROCEDURE
WATERSON PROCEDURE
POTTS-SMITH PROCEDURE

SHUNT WITH PROSTHETIC GRAFT
GLENN PROCEDURE

SUPERIOR VENA CAVR TO PULMON
REPAIR OF TRANSPOSITION OF G
REPAIR OF GREAT ARTERY WITH
REPAIR TRANS GREAT ART. MUST
REPAIR TRANSPOSITION OF GREA
REPAIR TRANSPOS GREAT VESSEL
REPAIR TRANSPOSITION GREAT V
REPAIR TRANS. GREAT ART. AO-
REPAIR TRANS. GREAT ARTS. AO
REPAIR TRANSPOS GREAT ARTS A
REPAIR TRANSPOS GREAT ARS AO
REPAIR, TRUNCUS ARTERIOSUS
PULMONARY ARTERY REPLANT
AORTIC SUSPENSION FOR TRACHE
DIVISION, ABERRANT VESSEL
DIVISION, ABERRANT VESSEL
OBLITERATION OF AORTOPULMONA
OBLITERATION OF AORTOPULMONA
DUCTUS ARTERIOSUS

DUCTUS ARTERIOSUS

DUCTUS ARTERIOSUS

EXCISION, COARCTATION
EXCISION, COARCTATION

REPAIR USE L SUBCLAVIAN ARTE
REPAIR HYPOPLASTIC INTERRUPT
WITH CARDIOPULMONARY BYPASS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,564.86
$1,695.94
$1,560.46
$1,655.84
$1,891.17
$1,657.55
$1,219.64
$1,360.69
$1,339.96
$1,226.30
$1,265.76
$1,253.34
$1,289.40
$1,376.01
$1,432.54
$2,042.44
$1,930.55
$1,740.84
$1,803.90
$1,898.68
$1,868.90
$2,196.33
$1,939.44
$2,291.79
$2,023.55
$2,144.54
$1,510.51
$1,038.13
$1,067.88
$1,200.86
$1,260.91
$1,489.46

$986.72
$1,034.99
$1,146.10
$1,252.05
$1,340.14
$1,247.06
$1,379.30
$1,822.55

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

33860
33861
33863
33870
33875
33877
3391
33910
33915
33916
33917
33918
33919
3392
33920
33922
33924
3393
33940
33944
33945
33960
33961
33967
33968
33970
33971
33973
33974
33975
33976
33977
33978
33979
3398
33980
3399
33999
34001
3401

Wiy
.i

bt I

Procedure Code Description

GRAFT, ASCENDING ARCH

WITH CORONARY RECONSTRUCTION
W/AORTIC ROOT REPLACEMENT US
GRAFT, TRANSVERSE ARCH

GRAFT, DESCNDNG THORACIC AOR
REPAIR THORACOABDOMINAL.AORT
BRONCHIAL DILATION

PULMONARY EMBOLECTOMY
PULMONARY EMBOLECTOMY
PULMONARY ENDARTERECTOMY W/W
REPAIR OF PULMONARY ARTERY S
REPAIR OF PULMONARY ATRESIA
WITH CARDIOPULMONARY BYPASS
BRONCHIAL LIGATION

REPAIR OF PULMONARY ATRESIA
TRANSECTION PULMONARY ARTERY
LIGATION/TAKEDOWN ARTERY SHU
PUNCTURE OF LUNG

DONOR CARDIECTOMY

BACKBENCH STANDARD PREP
HEART TRANSPLANT W/WO RECIPI
PROLONGED EXTRACORPOREAL CIR
EACH ADDITIONAL 24HOUR
INSERTION OF INTRA-AORTIC BALLOON

REMOVAL OF INTRA-AORTIC ASST DEVICE

INTRA-AORTIC BALLOON

REMOVAL OF INTRA-AORTIC BALL
INSERTION OF INTRA-AORTIC BA
REMOVAL OF INTRA-AORTIC BALL
IMPLANT VENTRICULAR ASSIST D
BIVENTRICULAR SUPPORT
REMOVAL OF VENTRICULAR ASSIS
BIVENTRICULAR SUPPORT
INSERTION OF VENTRICULAR ASSIST
BRONCHIAL OPERATION NEC
REMOVAL OF VENTRICULAR ASSIST
LUNG OPERATION NEC

UNLISTED CARDIAC PROCEDURE
CAROTID EMBOLECTOMY

INCISION OF CHEST WALL

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
01/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2002
11/01/1989
01/01/2002
11/01/1989
01/01/1976
07/01/2005
11/01/1989

Allowed
Amount

$2,065.96
$2,255.32
$2,401.32
$2,360.93
$1,827.02
$2,286.09
$0.00
$1,409.20
$1,185.03
$1,497.36
$1,447.63
$1,503.95
$2,197.94
$0.00
$1,787.25
$1,344.33
$279.34
$0.00
$1,531.82
$0.00
$2,331.09
$936.47
$545.75
$245.89
$32.25
$334.14
$624.88
$483.54
$898.95
$1,020.01
$1,136.88
$1,084.80
$1,203.43
$0.00
$0.00
$0.00
$0.00
$0.00
$688.78
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 222Z222Z<X<Z2zZ22z2z2z2z222zZ2222Z2222Z22Z2Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

3402
3403
3404
3405
34051
3409
341
34101
34111
34151
34201
34203
3421
3422
3423
3424
3425
34256
3426
3427
3428
3429
343
344
34401
34421
34451
34471
34490
34501
34502
3451
34510
34520
34530
3459
346
3471
3472
3473

L'}

- -
-

-

bt I

Procedure Code Description

EXPLORATORY THORACOTOMY

REOPEN THORACOTOMY SITE

INSERT INTERCOSTAL CATH

CREATION OF PLEUROPERITONEAL SHUNT
SUBCLAVIAN EMBOLECTOMY

OTHER PLEURAL INCISION

INCISION OF MEDIASTINUM
AXILLARY-BRACHIAL EMBOLECTOMY
EMBOLECTOMY/THROMBECTOMY RADIAL
RENAL EMBOLECTOMY
FEMORAL-POPLITEAL EMBOLECTOMY
EMBOLECTOMY OR THROMBECTOMY POP
TRANSPLEURA THORACOSCOPY
MEDIASTINOSCOPY

CHEST WALL BIOPSY

PLEURAL BIOPSY

PERCUTAN MEDIASTINAL BX

UPPER GI ENDOSCOPY

OPEN MEDIASTINAL BIOPSY

BIOPSY OF DIAPHRAGM

DX PROCEDURE THORAX NEC

DX PROC MEDIASTINUM NEC

DESTRUCT MEDIASTIN LES

DESTRUCT CHEST WALL LES
THROMBECTOMY, ILIO-FEMORAL

VENA CAVA ILIAC FEMOROPOPLITEAL VIE
VENA CAVA ILIAC FEMOROPOPILITEAL VE
THROMBECTOMY,SUBCLAVIAN VEIN BY NE
AXILALARY AND SUBCLAVIAN VEIN BY AR
VALVULOPLASTY, FEMORAL VEIN
RECONSTRUCTION OF VENA CAVA
DECORTICATION OF LUNG

VENOUS VALVE TRANSPOSITION,
CROSS-OVER VEIN GRAFT TO VEN
SAPHENOPOPLITEAL VEIN ANASTO
OTHER PLEURAL EXCISION
SCARIFICATION OF PLEURA

SUTURE CHEST WALL LACER
THORACOSTOMY CLOSURE

CLOS THORACIC FISTUL NEC

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
10/01/1994
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$816.03
$0.00
$0.00
$540.25
$536.74
$1,281.71
$548.89
$871.72
$0.00
$0.00
$0.00
$0.00
$0.00
$226.98
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$1,267.47
$647.85
$1,366.84
$554.04
$575.02
$897.65
$1,399.69
$0.00
$1,049.34
$988.69
$917.02
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

3474
3479
34800
34802
34803
34804
34805
34808
3481
34812
34813
3482
34820
34825
34826
3483
34830
34831
34832
34833
34834
3484
3485
3489
34900
3491
3492
3493
3499
3500
35001
35002
35005
3501
35011
35013
3502
35021
35022
3503

Wiy
.i

bt I

Procedure Code Description

PECTUS DEFORMITY REPAIR

OTHER CHEST WALL REPAIR
ENDOVASCULAR REPAIR
ENDOVASCULAR REPAIR
ENDOVASCULAR REPAIR OF INFRARENAL
ENDOVASCULAR PLACEMENT
ENDOCASCULAR REPAIR OF INFRARENAL
ENDOVASCULAR PLACEMENT

EXCISE DIAPHRAGM LESION

OPEN FEMORAL ARTERY EXPOSURE
PLACEMENT FEMORAL-FEMORAL GRAFT
SUTURE DIAPHRAGM LACERAT

OPEN ILIAC ARTERY EXPOSURE

PLACEMENT PROXIMAL/DISTAL EXTENSION
PLACEMENT PROXIMAL/DISTAL EXTENSION

CLOSE DIAPHRAGM FISTULA

OPEN REPAIR INFRARENAL ANEURYSM
REPAIR INFRARENAL ANEURYSM
REPAIR INFRARENAL ANEURYSM
OPEN ILIAC ARTERY EXPOSURE
OPEN BRACHIAL ARTERY EXPOSURE
OTHER DIAPHRAGM REPAIR
IMPLANT DIAPHRA PACEMAKE
DIAPHRAGM OPERATION NEC
ENDOVASCULAR GRAFT REPLACEMENT
THORACENTESIS

INJECT INTO THORAX CAVIT

REPAIR OF PLEURA

THORACIC OPERATION NEC

CLOSED VALVOTOMY NOS
CAROTID-EXCISION/GRAFT

REPAIR RUPTURED ANEURYSM CAR
REPAIR ANEURYSM,FALSE ANEURY
CLOSED AORTIC VALVOTOMY
BRACHIAL EXCISION/GRAFT

REPAIR RUPTURED ANEURYSM AXI
CLOSED MITRAL VALVOTOMY
SUBCLAVIAN EXCISION/GRAFT
REPAIR RUPTURED ANEURYSM INN
CLOSED PULMON VALVOTOMY

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989

Allowed
Amount

$0.00
$0.00
$1,097.51
$1,211.16
$1,249.62
$1,211.16
$1,099.00
$208.47
$0.00
$340.78
$242.41
$0.00
$492.26
$655.75
$208.47
$0.00
$1,707.72
$1,846.51
$1,846.51
$582.14
$270.91
$0.00
$0.00
$0.00
$849.65
$0.00
$0.00
$0.00
$0.00
$0.00
$1,029.71
$1,090.54
$942.52
$0.00
$922.41
$1,123.58
$0.00
$1,028.17
$1,186.99
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222222Z2222Z2222Z2222Z2222Z22<2Z22Z2Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

3504
35045
35081
35082
35091
35092

3510
35102
35103

3511
35111
35112

3512
35121
35122

3513
35131
35132

3514
35141
35142
35151
35152
35180
35182
35184
35188
35189
35190

3520
35201
35206
35207

3521
35211
35216

3522
35221
35226

3523

Wiy
.i

bt I

Procedure Code Description

CLOSED TRICUSP VALVOTOMY
REPAIR ANEURYSM FALSE ANEURY
ABDOMINAL AORTIC ANEURYSM
DIRECT REPAIR OF ANEURYSM FO
ABDOMINAL AORTIC ANEURYSM
REPAIR RUPTURE ANEURYSM ABD
OPEN VALVULOPLASTY NOS
REPAIR OF ANEURYSM,ABDOMINAL
FOR RUPTURED ANEURYSM, ABDOM
OPN AORTIC VALVULOPLASTY
REPAIR ANEURYSM FALSE ANEURY
RUPTURE ANEURYSM SPLENIC ART
OPN MITRAL VALVULOPLASTY
REPAIR ANEURYSM FALSE ANEURY
REPAIR FOR ANEURYSM OR OCCLU
OPN PULMON VALVULOPLASTY
REPAIR ANEURYSM, FALSE ANEUR
DIRECT REPAIR RUPUTRED ANEUR
OPN TRICUS VALVULOPLASTY
REPAIR ANEURYSM, FALSE ANEUR
DIRECT REPAIR OF RUPTURED AN
REPAIR ANEURYSM, FALSE ANEUR
RUPTURED ANEURYSM POPLITEAL
REPAIR CONGENITAL AV FISTULA
REPAIR CONGENITAL AV FISTULA
REPAIR AV FISTULA-EXTREMITIE
REPAIR ACQUIRED TRAMATIC FIS
REPAIR ACQUIRED ARTERIOVENOU
REPAIR ARTERIOVENOUS FISTUAL
REPLACE HEART VALVE NOS
REPAIR BLOOD VESSEL, DIRECT,
REPAIR BLOOD VESSEL, DIRECT,
REPAIR BLOOD VESSEL HAND
REPLACE AORT VALV-TISSUE
REPAIR BLOOD VESSEL INTRATHO
REPAIR BLOOD VESSEL DIRECT,|
REPLACE AORTIC VALVE NEC
REPAIR BLOOD VESSEL DIRECT,
REPAIR BLOOD VESSEL DIRECT,
REPLACE MITR VALV-TISSUE

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989

Allowed
Amount

$0.00
$919.21
$1,453.29
$1,958.84
$1,819.28
$2,272.10
$0.00
$1,589.06
$2,049.68
$0.00
$1,277.51
$1,513.83
$0.00
$1,542.98
$1,778.46
$0.00
$1,290.04
$1,526.34
$0.00
$1,036.21
$1,193.11
$1,171.40
$1,304.37
$731.11
$1,523.42
$934.05
$763.47
$1,433.48
$682.57
$0.00
$839.53
$747.00
$713.79
$0.00
$1,295.91
$1,105.58
$0.00
$1,251.24
$819.28
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 85 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

35231
35236
3524
35241
35246
3525
35251
35256
3526
35261
35266
3527
35271
35276
3528
35281
35286
35301
3531
35311
3532
35321
3533
35331
3534
35341
3535
35351
35355
35361
35363
35371
35372
35381
3539
35390
35400
3541
3542
35450

L'}

- -
-

-

bt I

Procedure Code Description

REPAIR BLOOD VESSEL W/VEIN G
REPAIR BLOOD VESSEL W/VEIN G
REPLACE MITRAL VALVE NEC
REPAIR BLOOD VESSEL W/VEIN G
RAPAIR BLOOD VESSEL W/VEIN G
REPLACE PULM VALV-TISSUE
REPAIR BLOOD VESSEL W/VEIN G
REPAIR BLOOD VESSEL W/VEIN G
REPLACE PULMON VALVE NEC
REPAIR BLOOD VESSEL W/GRAFT
REPAIR BLOOD VESSEL W/GRAFT
REPLACE TRIC VALV-TISSUE

REPAIR BLOOD VESSEL, INTRATH
REPAIR BLOOD VESSEL W/GRAFT
REPLACE TRICUSP VALV NEC
REPAIR BLOOD VESSEL WITH GRA
REPAIR BLOOD VESSEL W/GRAFT
THROMBOENDARTERECTOMY
PAPILLARY MUSCLE OPS
THROMBOENDARTERECTOMY
CHORDAE TENDINEAE OPS
THROMBOENARTERECTOMY
ANNULOPLASTY
THROMBOENDARTERECTOMY
INFUNDIBULECTOMY
THROMBOENDARTERECTOMY
TRABECUL CARNEAE CORD OP
THROMBOENDARTERECTOMY
THROMBOENDARTERECTOMY, ILIOF
THROMBOENDARTERECTOMY
THROMBOENDARTERECTOMY COMBIN
THROMBOENDARTERECTOMY
THROMBOENDARTERECTOMY, DEEP
THROMBOENDARTERECTOMY

TISS ADJ TO VALV OPS NEC
REOPERATION,CAROTID,THROMBOE
ANGIOSCOPY DURING THERAPY INTERVE
ENLARGE EXISTING SEP DEF
CREATE SEPTAL DEFECT
TRANSLIMINAL ANGIOPLASTY OPE

For Informational Purposes Only!

Price
Effective Allowed Technical
Date Amount Component
07/01/2005 $1,056.14 0.0%
07/01/2005 $933.90 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,351.02 0.0%
07/01/2005 $1,465.76 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,530.43 0.0%
07/01/2005 $1,003.09 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $914.96 0.0%
07/01/2005 $826.13 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,290.84 0.0%
07/01/2005 $1,364.30 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,426.24 0.0%
07/01/2005 $899.91 0.0%
07/01/2005 $991.33 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,389.10 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $827.79 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,359.90 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,310.13 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $1,195.02 0.0%
07/01/2005 $974.14 0.0%
07/01/2005 $1,447.10 0.0%
07/01/2005 $1,552.14 0.0%
07/01/2005 $777.03 0.0%
07/01/2005 $937.26 0.0%
07/01/2005 $845.00 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $158.49 0.0%
07/01/2005 $148.93 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $517.27 0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

35452
35454
35456
35458
35459
35460
35470
35471
35472
35473
35474
35475
35476
35480
35481
35482
35483
35484
35485
35490
35491
35492
35493
35494
35495
3550
35500
35501
35506
35507
35508
35509
3551
35511
35515
35516
35518
3552
35521
35522

L'}

- -
-

-

bt I

Procedure Code Description

TRANSLUMINAL ANGIOPLASTY OPE
ANGIOPLASTY OPEN ILIAC
TRANSLUMINAL ANGIOPLASTY OPE
ANGIOPLASTY OPEN BRACHIOCEPH
TRANSLUMINAL ANGIOPLASTY OPE
TRANSLUMINAL ANGIOPLASTY OPE
ANGIOPLASTY PERCUTANEOUS TIB
PERCUTANEOUS ANGIOPLASTY REN
PERCUTANEOUS ANGIOPLASTY AOR
PERCUTANEOUS ANGIOPLASTY ILI
PERCUTANEOUS ANGIOPLASTY FEM
PERCUTANEOUS ANGIOPLASTY BRA

PERCUTANEOUS ANGIOPLASTYVENO

TRANSLUMINAL PERIPHERAL ATHE
TRANSLUMINAL PERIPHERAL ATHE
TRANSLUMINAL PERIPHERAL ATHE
TRANSLUMINAL PERIPHERAL ATHE
TRANSLUMINAL PERIPHERAL ATHE
TRANSLUMINAL PERIPHERAL ATHE
TRANSLUMINAL PERIPHERAL ATHE
AORTIC

TRANSLUMINAL PERIPHERAL ATHE
TRANSLUMINAL PERIPHERAL ATHE
TRANSLUMINAL PERIPHERAL ATHE
TRANSLUMINAL PERIPHERAL ATHE
PROSTH REP HRT SEPTA NOS

HARVEST OF UPPER EXTREMITY VEIN

BYPASS GRAFT W/VEIN CAROTID
CAROTID-SUBCLAVIAN BYPASS
BYPASS GRAFT-VEING, SUBCLAVI
BYPASS GRAFT W/VEIN CAROTID-
BYPASS GRAFT W/VEIN CAROTID-
PROS REP ATRIAL DEF-OPN
SUBCLAVIAN-SUBCLAVIAN BYPASS
BYPASS GRAFT W/VEIN SUBCLAVI
SUBCLAVIAN-AXILLARY BYPASS
VEIN BYPASS AXILLARY-AXILLAR
PROS REPAIR ATRIA DEF-CL
AXILLARY-FEMORAL-FEMORAL BYP
BYPASS GRAFT, WITH VEIN

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005

Allowed
Amount

$365.45
$323.22
$387.68
$494.78
$450.20
$318.74
$451.21
$525.79
$365.49
$323.02
$388.46
$489.85
$319.41
$570.90
$406.31
$357.56
$422.72
$535.65
$494.89
$568.34
$401.44
$353.57
$428.94
$535.43
$500.16
$0.00
$318.08
$1,002.56
$1,025.77
$1,023.67
$975.72
$943.83
$0.00
$1,085.68
$970.61
$785.28
$1,086.43
$0.00
$1,147.25
$1,184.49

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

35525
35526
3553
35531
35533
35536
3554
35541
35546
35548
35549
35551
35556
35558
35560
35563
35565
35566
35571
35572
35583
35585
35587
3560
35600
35601
35606
3561
35612
35616
3562
35621
35623
35626
3563
35631
35636
35641
35642
35645

L'}

- -
-

-

bt I

Procedure Code Description

BYPASS GRAFT, WITH VEIN
AORTO-SUBCLAVIAN BYPASS
PROST REPAIR VENTRIC DEF
AORTO-CELIAC BYPASS

VEIN BYPASS AXILLARY-FEMORAL
SPLENO-RENAL BYPASS

PROS REP ENDOCAR CUSHION
AORTOILIAC OR BI-ILIAC BYPAS
AORTO-FEMORAL BYPASS
BYPASS GRAFT W/VEIN ARTOILIO
BYPASS GRAFT W/VIEW AORTOILI
AORTO-FEMORAL POPLITEAL BYPA
FEMORAL-POPLITEAL BYPASS
FEMORAL-FEMORAL BYPASS
VEIN BYPASS AORTORENAL

VEIN BYPASS ILIOILIAC

BYPASS GRAFT, VEIN, ILIOFEMO
FEMORAL-TIBIAL BYPASS
BYPASS GRAFT-VEIN POPLITEAL-

HARVEST OF FEMOROPOPLITEAL VEIN

IN SITU VEIN BYPASS, FEMORAL
IN-SITU VEIN BYPASS, FEMORAL
POPLITEAL TIBIAL PERCONEAL (
GRFT REPAIR HRT SEPT NOS

HARVEST UPPER EXTREMITY ARTERY

BYPASS GRAFT, OTHER THAN VEI
CAROTID-SUBCLAVIAN BYPASS
GRART REPAIR ATRIAL DEF
SUBCLAVIAN-SUBCLAVIAN BYPASS
SUBCLAVIAN-AXILLARY BYPASS
GRAFT REPAIR VENTRIC DEF
AXILLARY-FEMORAL BYPASS
AXILLARY-POPLITEAL OR TIBIAL
AORTO-SUBCLAVIAN BYPASS
GRFT REP ENDOCAR CUSHION
AORTO-CELIAC BYPASS

BYPASS W/OTHER-THAN VEIN SPL
BYPASS GRAFT WITH OTHER THAN
BYPASS GRAFT-OTHER THAN VEIN
BYPASS GRAFT OTHER THAN VEIN

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,128.67
$1,520.60
$0.00
$1,836.32
$1,438.75
$1,613.56
$0.00
$1,341.78
$1,326.69
$1,133.68
$1,217.87
$1,388.72
$1,141.07
$1,092.94
$1,635.31
$1,245.98
$1,196.36
$1,413.37
$1,305.97
$326.76
$1,202.57
$1,560.92
$1,353.15
$0.00
$254.64
$915.65
$975.39
$0.00
$820.26
$831.89
$0.00
$1,041.06
$1,236.46
$1,418.03
$0.00
$1,729.60
$1,510.26
$1,282.37
$942.64
$940.12

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

35646
35647
35650
35651
35654
35656
35661
35663
35665
35666
35671
35681
35682
35683
35685
35686
35691
35693
35694
35695
3570
35700
35701
3571
3572
35721
3573
35741
35761
35800
3581
3582
35820
3583
3584
35840
35860
35870
35875
35876

L'}

- -
-

-

bt I

Procedure Code Description

BYPASS GRAFT - AORTOFEMORAL
BYPASS GRAFT W/OTHER THAN VEIN
BYPASS GRAFT-OTHER THAN VEIN
BYPASS GRAFT-OTHER THAN VEIN
BYPASS GRAFT OTHER THAN VEIN
FEMORAL-POPLITEAL BYPASS
FEMORAL-FEMORAL BYPASS
BYPASS GRAFT OTHER THAN VEIN
BYPASS GRAFT WITH OTHER THAN
FEMORAL-TIBIAL BYPASS

BYPASS GRAFT OTHER THAN VEIN
BYPASS GRAFT COMPOSITE

BYPASS GRAFT AUTOGENOUS COMPOSITE
BYPASS GRAFT AUTOGENOUS COMPOS

BYPASS GRAFT PATENCY/VEIN
BYPASS GRAFT PATENCY/AV FISTULA
TRANSPOSITION AND/OR REIMPLA
VERTEBRAL TO SUBCLAVIAN ARTE
SUBCLAVIAN TO CAROTID ARTERY
CAROTID TO SUBCLAVIAN ARTERY
HEART SEPTA REPAIR NOS
REOPERATION,FEMORAL-POPLITEA
EXPLORATION, CAROTID ARTERY
ATRIA SEPTA DEF REP NEC

VENTR SEPTA DEF REP NEC
EXPLORATION, FEMORAL ARTERY
ENDOCAR CUSHION REP NEC
EXPLORATION, POPLITEAL ARTER
EXPLORATION W/WO LYSIS OF AR
EXPLORATION FOR POSTOP HEMOR
TOT REPAIR TETRAL FALLOT

TOTAL REPAIR OF TAPVC
EXPLORATION FOR POSTOP HEMOR
TOT REP TRUNCUS ARTERIOS

TOT RX GRT VESSL TRNSPOS
EXPLORATION FOR POSTOP HEMOR
EXPLORATION FOR POSTOP HEMOR
REPAIR OF GRAFT-ENTERIC FIST
THROMBECTOMY AND/OR REPAIR A
WITH REVISION OF ARTERIAL OR

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,608.60
$1,458.08
$975.94
$1,301.28
$1,288.53
$1,022.47
$984.22
$1,138.99
$1,091.40
$1,233.02
$1,074.40
$79.41
$357.37
$422.78
$202.87
$167.80
$940.34
$806.03
$993.79
$991.61
$0.00
$152.84
$472.91
$0.00
$0.00
$437.70
$0.00
$479.59
$351.96
$397.69
$0.00
$0.00
$636.01
$0.00
$0.00
$543.25
$330.93
$1,180.72
$601.42
$949.07

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

35879
35881
35901
35903
35905
35907
3591
3592
3593
3594
3595
3596
3598
3599
3600
36000
36002
36005
36010
36011
36012
36013
36014
36015
3603
3604
3606
3607
3609
3610
36100
3611
3612
36120
3613
3614
36140
36145
3615
3616

L'}

- -
-

-

bt I

Procedure Code Description

REVISION OF LOWER EXTREMITY
REVISION OF LOWER EXTREMITY
EXCISION OF INFECTED GRAFT,
EXTREMITY

THORAX

ABDOMEN

INTERAT VEN RETRN TRANSP

CONDUIT RT VENT-PUL ART

CONDUIT LEFT VENTR-AORTA

CONDUIT ARTIUM-PULM ART

HEART REPAIR REVISION

PERCUTAN VALVULOPLASTY

OTHER HEART SEPTA OPS

OTHER HEART VALVE OPS

REMOV COR ART OBSTR NOS
VENOGRAPHY INJECTION PROCEDU
INJECTION PROCEDURES

INJ PROCEDURE CONTRAST VENOGRAPHY
VENACAVA INJECTION PROCEDURE
SELECT CATHETER PLACE, VENOUS SYST
SELECT CATHETER PLACE, VENOUE SYST
INTRO CATHETER R-HEART/MIIN PULMON
SELECT CATHETER PLACE L/R PULMONAR
SELECT CATHETER PLACE, EA SEGMENTA
OPEN CORONARY ANGIOPLAST
INTRACORON THROMBOLYSIS

INSERTION OF CORONARY ARTERY STENT(
INSERTION OF DRUG-ELUTING CORONARY
REMOV COR ART OBSTR NEC
AORTOCORONARY BYPASS NOS
ARTERIAL INJECTION PROCEDURE
AORTOCOR BYPAS-1 COR ART
AORTOCOR BYPAS-2 COR ART

ARTERIAL INJECTION PROCEDURE
AORTOCOR BYPAS-3 COR ART

AORTCOR BYPAS-4+ COR ART

EXTRMTY ARTERIOGRAPHY INJ PROC
ARTERIOVENOUS SHUNT INJ PROC

1 INT MAM-COR ART BYPASS

2 INT MAM-COR ART BYPASS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
10/01/1995
10/01/2002
11/01/1989
06/01/2001
07/01/2005
06/01/2001
06/01/2001
07/01/2005
06/01/2001
06/01/2001
07/01/2005
07/01/2005
06/01/2001
06/01/2001

Allowed
Amount

$857.32
$960.01
$504.57
$627.76
$1,672.47
$1,793.89
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$28.12
$169.40
$275.62
$118.14
$152.46
$170.42
$113.97
$146.26
$170.56
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$150.30
$0.00
$0.00
$97.14
$0.00
$0.00
$97.33
$97.29
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

36160
3617
3619
362
36200
36215
36216
36217
36218
36245
36246
36247
36248
36260
36261
36262
36299
363
3631
3632
3639
36400
36405
36406
36410
36415
36416
36420
36425
36430
36440
36450
36455
36460
36468
36469
36475
36476
36478
36479

L'}

- -
-

-

bt I

Procedure Code Description

TRANSLUMBAR AORTIC INJECTION
ABDOMINAL CORONARY ARTERY BYPASS
HRT REVAS BYPS ANAS NEC

ARTERIAL IMPLANT REVASC
AORTOGRAPHY INJECTION PROCEDRE
SELECTIVE CATHETER PLACEMENT, ARTE
SELECT CATHETER PLACE, ARTERIAL 2ND
SELECT CATHETER PLACE ARTERIAL 3RD
SELECT CATHETER PLACE ARTERIAL ADDI
SELECTIVE CATHETER PLACEMENT, ATERI
SELECT CATHETER PLACE, ARTERIAL 2ND
SELECT CATHETER PLACE, ARTERIAL 3RD
SELECT CATHETER PLACE ARTERIAL ADDI
INSERTION IMPLANTABLE INTRAVENOUS |
REVISION IMPLANTED INTRA-ARTERIAL |
REMOVAL IMPLANTED INTRA-ARTERIAL IN
UNLISTED VASCULAR INJECTION

HEART REVASCULARIZAT NEC

OPEN CHEST TRANSMYOCARDIAL REVASC
OTHER TRANSMYOCARDIAL REVASULARIZ
OTHER HEART REVASCULARIZATION
VENIPUNCTURE

VENIPUNCTURE

VENIPUNCTURE UNDER 3 YRS OTH
VENIPUNCTURE

ROUTINE VENIPUNCTURE FOR COL
COLLECTION OF CAPPILARY BLOOD SPEC
VENIPUNCTURE

VENIPUNCTURE

TRANSFUSION BLOOD OR BLOOD COMPON
TRANSFUSION, BLOOD

EXCHANGE TRANSFUSION

EXCHANGE TRANSFUSION OTHER T
FETAL TRANSFUSION

SINGLE OR MULT INJECT OF SCL

SINGLE OR MULT INJECT OF SCL
ENDOVENOUS ABLATION THERAPY OF VEI
ENDOVENOUS ABLATION THERAPY OF VEI
ENDOVENOUS ABLATION THERAPY OF VEI
ENDOVENOUS ABLATION THERAPY OF

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
06/01/2001
06/01/2001
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
11/01/1989
10/01/1998
10/01/1998
10/01/1998
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2004
01/01/2003
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$124.10
$0.00
$0.00
$0.00
$147.43
$227.94
$256.84
$308.23
$49.49
$231.43
$257.87
$306.91
$49.68
$553.85
$319.96
$238.16
$0.00
$0.00
$0.00
$0.00
$0.00
$37.63
$30.49
$37.69
$23.17
$3.00
$3.00
$48.91
$141.85
$32.30
$48.79
$106.66
$121.32
$331.72
$25.05
$50.12
$1,988.79
$349.39
$1,833.77
$401.02

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

<X XX <KZ2Z22Z222Z222222222222Z2222Z2222Z2222Z2222Z2222Z2Z2Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

36481
36500
36510
36511
36512
36513
36514
36515
36516
36522
36540
36550
36555
36556
36557
36558
36560
36561
36563
36565
36566
36568
36569
36570
36571
36575
36576
36578
36580
36581
36582
36583
36584
36585
36589
36590
36595
36596
36597
36600

L'}

- -
-

-

bt I

Procedure Code Description

PERCUTANEOUS PORTAL VEIN CAT
ABDOMINAL VENOGRAPHY INJECTI
UMBILICAL VEIN CATHETERIZATI
THERAPEUTIC APHERESIS
THERAPEUTIC APHERESIS
THERAPEUTIC APHERESIS
THERAPEUTIC APHERESIS
THERAPEUTIC APHERESIS
THERAPEUTIC APHERESIS
PHOTOPHERESIS EXTRA CORPOREA
COLLECT BLOOD

VASCULAR ACCESS DEVICE DECLOTTING
INSERTION OF CENTRAL VENOUS CATH
INSERTION OF CENTRLY INSRTD CATH
INSRTN OF TUNLD CNTRL CATH
INSERTION OF CENTRLY INSRTD CATH
INSRTN OF TUNLD CNTRL CATH

INSRTN OF CNTRL VENUS CATH
INSRTION OF TUNLED CNTRLY LOC CATH
INSRTN OF CNTRL VENUS CATH
INSERTION OF VENUS CATHINSRTN OF T
INSRTN OF PERIPHERAL CATH
INSERTION OF PICC W/O PORT OR PUMP
INSERTION OF PICC

INSERTION OF PICC W SUBCU PORT
REPAIR OF TUNLD OR NON-TUNLD CATH
REPAIR OF CNTRL VNUS CATH
REPLCMNT CATH ONLY

RPLCMNT COMPLT, NON-TNLD CATH
RPLCMNT COMP, TUNLD CATH
RPLCMNT COMP TUNLD CATH

RPLCMNT OF TUNLD CATH

RPLCMNT COMP PERI CATH

RPLCMNT COMP PICC

REMOVAL OF TUNLD CNTRL CATH
REMOVAL OF TUNLD CNTRL CATH
MECHANICAL REMOVAL OF PICC MATRL
INSRTN OF NON-TUNLD CATH
REPOSITIONING OF PREV CATH
ARTERIAL PUNCTURE

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$353.36
$172.50
$64.44
$82.97
$82.97
$82.97
$82.97
$82.97
$82.97
$260.48
$26.07
$18.33
$290.55
$250.84
$624.39
$610.72
$1,168.59
$1,157.32
$1,083.95
$933.33
$976.40
$335.83
$282.93
$1,493.77
$1,343.42
$141.01
$368.65
$470.50
$236.61
$555.87
$1,046.07
$614.57
$247.18
$1,315.07
$151.51
$324.83
$736.82
$169.02
$145.02
$26.07

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

36620
36625
36640
36660
36680
36800
36810
36815
36818
36819
36820
36821
36822
36823
36825
36830
36831
36832
36833
36834
36835
36860
36861
36870
3691
3699
370
3710
3711
3712
37140
37145
37160
37180
37181
37182
37183
37195
37200
37201

L'}

- -
-

-

bt I

Procedure Code Description

ARTERIAL CATHETERIZATION

ARTERIAL CATHETERIZATION

ARTERIAL CATHETERIZATION PRO
ARTERIAL CATHETERIZATION
PLACEMENT OF NEEDLE FOR INTR
INSERT CANNULA FOR HEMODIALY
ARTERIOVENOUS CANNULIZATION
ARTERIOVENOUS EXTERNAL REVIS
ARTERIOVENOUS ANASTOMOSIS, OPEN
ARTERIOVENOUS ANASTOMOSIS, OPEN
ANASTOMOSIS, FOREARM VEIN TRANSPO
ARTERIOVENOUS ANASTOMOSIS

INSERT CANNULA PROLONGED EXT
INSERTION OF ARTERIAL & VENOUS CAN
ARTERIOVENOUS FISTULA
ARTERIOVENOUS FISTULA
THROMBECTOMY ARTERIOVENOUS FIST
REVISION OF ART FISTULA WITH
REVISION ARTHERIOVENOUS FISTULA
PLASTIC REPAIR OF ARTERIOVEN
THOMAS SHUNT

CANNULA DECLOTTING WO/BALLOO
CANNULA DECLOTTING W/BALLOON
THROMBECTOMY

CORON VESS ANEURYSM REP

HEART VESSEL OP NEC
PERICARDIOCENTESIS

INCISION OF HEART NOS

CARDIOTOMY

PERICARDIOTOMY

PORTO-CAVAL ANASTOMOSIS
ANASTOMOSIS RENOPORTAL
CAVAL-MESENTERIC ANASTOMOSIS
SPLENO-RENAL ANASTOMOSIS
ANASTOMOSIS; SPLENORENAL,DIS
INSERTION OF TRANSVENOUS INTRAHEPA
REVISION OF TRANSVENOUS INTRAHEPATI
THROMBOLYSIS; CEREBRAL, INTRAVENO
TRANSCATHETER BIOPSY
TRANSCATHETER THERAPY, INFUS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$50.75
$99.03
$103.66
$64.41
$66.45
$143.09
$223.58
$141.36
$677.71
$748.77
$748.77
$505.42
$431.58
$1,122.40
$558.56
$659.04
$434.27
$583.38
$655.68
$506.75
$420.72
$157.38
$142.79
$1,564.42
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$1,220.26
$1,359.83
$1,128.68
$1,286.36
$1,373.46
$811.96
$381.13
$259.66
$220.42
$269.86

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

37202
37203
37204
37205
37206
37207
37208
37209
3721
37215
37216
3722
3723
3724
3725
37250
37251
3726
3727
3728
3729
3731
3732
3733
3734
3735
3741
3749
375
37500
37501
3751
3752
3753
3754
37565
37600
37605
37606
37607

L'}

- -
-

-

bt I

Procedure Code Description

TRANSCATHETER THERAPY INFUSI
TRANSCATHETER RETRIEVAL INTR
EMBOLIZATION, NONCENTRAL NER
TRANSCATHETER PLACE INTRAVAS
TRANSCATHETER PLACE INTRAVAS
TRANSCATH PLACE INTRAVASCULA
TRANSCATA PLACE INTRAVASCULA
EXCHANGE ARTERIAL CATHETER D

RT HEART CARDIAC CATH
TRANSCATHETER PLACEMENT OF STENT(S
TRANSCATHETER PLACEMENT OF STENT(S
LEFT HEART CARDIAC CATH

RT/LEFT HEART CARD CATH
PERICARDIAL BIOPSY

CARDIAC BIOPSY

INTRAVASCULAR ULTRASOUND DUR
INTRAVASCULAR ULTRASOUND DUR
CARDIAC ELECTRPHYS STUDY
CARDIAC MAPPING

INTRACARDIAC ECHO CARDIOGRAPHY
HRT/PERICAR DX PROC NEC
PERICARDIECTOMY

HEART ANEURYSM EXCISION
EXCISION OR DESTRUCTION LESION
EXCISION OR DESTRUCT OF LESION
PARTIAL VENTRICULECTOMY
PROSTHETIC CARDIAC SUPPORT
OTHER REPAIR OF HEART

HEART TRANSPLANTATION
VASCULAR ENDOSCOPY

UNLISTED VASCULAR ENDOSCOPY
HEART TRANSPLANTATION
IMPLANTATION OF TOTAL REPLACEMENT
REPLACEMENT OR REPAIR THORACIC
REPLACEMENT OR REPAIR IMPLANT
LIGATION OF INTERNAL JUGULAR
LIGATION, CAROTID

LIGATION, CAROTID

LIGATION INTERNAL CAROTID AR
LIGATION OR BANDING OF ANGIO

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
10/01/2001
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/1997
10/01/2005
10/01/2005
10/01/1991
07/01/2005
01/01/2003
10/01/2003
10/01/2003
10/01/2003
10/01/2003
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$321.37
$271.75
$878.45
$434.67
$203.52
$433.67
$204.66
$110.13
$0.00
$1,042.49
$1,004.69
$0.00
$0.00
$0.00
$0.00
$104.80
$79.33
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$659.80
$0.00
$0.00
$0.00
$0.00
$0.00
$576.12
$627.14
$704.91
$367.77
$356.60

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

22222 <XK<XK<XK<K2Z2Z2<LK2Z2zZ2222Z222222Z2222Z2222Z2222Z2222Z2222Z2Z2Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

37609
3761
37615
37616
37617
37618
3762
37620
3763
3764
3765
37650
3766
37660
3767
3768
3770
37700
3771
3772
37720
3773
37730
37735
3774
3775
3776
37760
37765
37766
3777
3778
37780
37785
3779
37790
37799
3780
3781
3782

L'}

- -
-

-

bt I

Procedure Code Description

LIGATION OR BIOPSY TEMPORAL
PULSATION BALLOON IMPLAN

LIGATION MAJOR ARTERY; NECK
LIGATION MAJOR ARTERY; CHEST
LIGATION MAJOR ARTERY; ABDOM
LIGATION MAJOR ARTERY; EXTRE
IMPLANT HRT ASST SYS NEC
INTERRUPTION OF INFERIOR VENA CAVA
REPLACE HRT ASSIST SYST

REMOVE HEART ASSIST SYS

IMPLANT OF EXTERNAL PULSATILE HEART
INTERRUPTION PART/COMP OF FE
IMPLANT OF IMPLANTABLE PULSATILE HE
INTERRUPTION, PARTIAL OR COM
IMPLANTATION OF CARDIOMYOSTIMULATI
PERCUTAN HRT ASSIST SYST

INSERT PACEMAKR LEAD NOS

LIGATION & DIVISION, VEINS

INSERT IV LEAD-VENTRICLE

INSERT IV LEAD-ATR&VENT

LIGATION & DIVISION, VEINS

INSERT IV LEAD-ATRIUM

LIGATION & DIVISION, VEINS

UNILATERAL LIGATION DIVISION

INSERT EPICARDIAL LEAD

REVISION PACEMAKER LEAD

REPLACE TRANSVENOUS LEAD
STRIPPING, SUBFASCIAL, RADIC

STAB PHLEBECTOMY OF VARICOSE VEINS
STAB PHLEBECTOMY OF VARICOSE VEINS
REMOVAL PACEMAKER LEAD

INSERT TEMP PACEMAKR SYS

LIGATION & DIVISION, VEINS

VARICOSE VEINS, LIGTN & EXCS
REVISION OR RELOCATION CARDIAC
PENILE VENOUS OCCLUSIVE PROC
UNLISTED PROCEDURE, VASCULAR
INSERT PACEMAKER DEV NOS

INSERT SINGL CHAMBER DEV

INSRT RATE-RESPONSIV DEV

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
10/01/1995
07/01/2005
10/01/1995
07/01/2005
10/01/1998
10/01/2004
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
01/01/1976
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$351.22
$0.00
$335.96
$977.22
$1,149.04
$301.72
$0.00
$576.48
$0.00
$0.00
$0.00
$444.25
$0.00
$1,089.00
$0.00
$0.00
$0.00
$247.30
$0.00
$0.00
$337.82
$0.00
$429.60
$596.76
$0.00
$0.00
$0.00
$588.20
$437.91
$535.32
$0.00
$0.00
$241.22
$382.85
$0.00
$535.63
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 22222<<X2222<KZ222Z2<XK<LKZ2<KZ2zZ2<K2Z2z2z2zz2zz2zz22zZ2222Z222222

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

3783
3785
3786
3787
3789
3790
3791
3792
3793
3794
3795
3796
3797
3798
3799
3800
3801
3802
3803
3804
3805
3806
3807
3808
3809
3810
38100
38101
38102
3811
38115
3812
38120
38129
3813
3814
3815
3816
3818
38200

L'}

- -
-

-

bt I

Procedure Code Description

INSERT DUAL CHAMBER DEV
REPLACE W 1-CHAMBER DEV
REPLACE W RATE-RESP DEV
REPLACE W DUAL-CHAMB DEV
REVISE/REMOVE PACEMAKER
INS LEFT ATR APPEND DEV
OPN CHEST CARDIAC MASSAG
INJECTION INTO HEART
INJECTION INTO PERICARD
CARDIOVERT/DEFIB-TOT SYS
IMPLNT CARDVRT/DFIB LEAD
INSRT CRDVRT/DFIB PLS GN
REPL CARDIVERT/DFIB LEAD
REPL CRDVRT/DFIB PULS GN
OTHER HEART/PERICARD OPS
INCISION OF VESSEL NOS
INTRACRAN VESSEL INCIS
HEAD/NECK VES INCIS NEC
UPPER LIMB VESSEL INCIS
INCISION OF AORTA
THORACIC VESSEL INC NEC
ABDOMEN ARTERY INCISION
ABDOMINAL VEIN INCISION
LOWER LIMB ARTERY INCIS
LOWER LIMB VEIN INCISION
ENDARTERECTOMY NOS
SPLENECTOMY
SPLENECTOMY, PARTIAL

TOTAL, EN BLOC FOR EXTENSIVE

INTRACRAN ENDARTERECTOMY

REPAIR OF RUPTURED SPLEEN W/

HEAD & NECK ENDARTER NEC

LAPAROSCOPY, SURGICAL, SPLENECTOMY

UNLISTED LAPAROSCOPY
UPPER LIMB ENDARTERECTOM
ENDARTERECTOMY OF AORTA
THORACIC ENDARTERECTOMY
ABDOMINAL ENDARTERECTOMY
LOWER LIMB ENDARTERECT

SPLENOPORTOGRAPHY, INJ PRO

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/2004
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
03/01/1994
07/01/2005
01/01/2000
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$768.09
$816.55
$238.94
$0.00
$833.95
$0.00
$894.10
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$127.92

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

38204
38205
38206
3821
3822
38220
38221
38230
38240
38241
38242
3829
3830
38300
38305
38308
3831
3832
3833
3834
3835
3836
3837
3838
38380
38381
38382
3839
3840
3841
3842
3843
3844
3845
3846
3847
38474
3848
3849
3850

L'}

- -
-

-

bt I

Procedure Code Description

MANAGEMENT OF RECIPIENT CELL DONOR
BLOOD DERIVED HEMOTOPOIETIC CELL
BLOOD-DERIVED HEMATOPOIETIC CELL
BLOOD VESSEL BIOPSY
PERCUTANEOUS ANGIOSCOPY

BONE MARROW ASPIRATION

BONE MARROW BIOPSY

BONE MARROW HARVESTING FOR T
BONE MARROW TRANSPLANTATION,;
BONE MARROW TRANSPLANTATION,;
BONE MARROWY/STEM CELL TRANSPLANT
BLOOD VESSEL DX PROC NEC

VESSEL RESECT/ANAST NOS
DRAINAGE, LYMPHADENITIS

DRAINAGE LYMPHADENITIS EXTEN
LYMPHANGIOTOMY OR OTHER OPER
INTRACRAN VES RESEC-ANAS
HEAD/NECK VES RESEC-ANAS

ARM VESSEL RESECT/ANAST

AORTA RESECTION & ANAST

THOR VESSEL RESECT/ANAST

ABD VESSEL RESECT/ANAST

ABD VEIN RESECT & ANAST

LEG ARTERY RESECT/ANAST

LIGATION, THORACIC DUCT

LIGATION, THORACIC DUCT
SUTURE/LIGATION THORACIC DUC

LEG VEIN RESECT/ANASTOM

VESSEL RESECT/REPLAC NOS
INTRACRAN VES RESEC-REPL
HEAD/NECK VES RESEC-REPL

ARM VES RESECT W REPLACE

ABD AORTA RESECT W REPL

THOR VES RESECT W REPLAC

ABD ARTERY RESEC W REPLA

ABD VEIN RESECT W REPLAC
PERCUTANEOUS ANGIOPLASTY FEMORAL
LEG ARTERY RESEC W REPLA

LEG VEIN RESECT W REPLAC
VARICOSE V LIG-STRIP NOS

For Informational Purposes Only!

Price
Effective
Date

01/01/2003
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
01/01/2003

Allowed
Amount

$0.00
$71.70
$71.70
$0.00
$0.00
$192.61
$206.53
$248.88
$111.14
$110.48
$81.77
$0.00
$0.00
$235.50
$486.38
$419.84
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$532.31
$813.74
$673.66
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$591.43
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2Z222Z2222Z22<<<X<<K<zZ2zzzzzz2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

38500
38505
3851
38510
3852
38520
38525
3853
38530
38542
3855
38550
38555
38562
38564
3857
38570
38571
38572
38589
3859
3860
3861
3862
3863
3864
3865
3866
3867
3868
3869
387
38700
38720
38724
38740
38745
38746
38747
38760

L'}

- -
-

-

bt I

Procedure Code Description

BIOPSY, LYMPH NODE

BX OR EXC LYMPH NODE BY NEED
INTCRAN VARV LIG-STRIP

BIOPSY, LYMPH NODE

HEAD/NECK VARV LIG-STR

BIOPSY, LYMPH NODE

DEEP AXILLARY NODE

ARM VARICOSE V LIG-STRIP

BIOPSY, LYMPH NODE

DISSECTION DEEP JUGULAR NODE
THORAC VARV LIG-STRIP

EXCISION, CYSTIC HYGROMA
EXCISION, CYSTIC HYGROMA
LIMITED LYMPHADENECTOMY FOR
LIMITED LYMPHADENECTOMY FOR
ABD VARICOSE VEIN LIGA-STRIP
LAPAROSCOPY RETROPERITONEAL
LAPAROSCOPY PELVIC LYPMHADENECTOM
LAPAROSCOPY PELVIC LYMPHADENECTOM
LAPAROSCOPY

LEG VARICOS V LIGA-STRIP
EXCISION OF VESSEL NOS
INTRACRAN VESSEL EXCIS
HEAD/NECK VESSEL EXCIS

ARM VESSEL EXCISION

EXCISION OF AORTA

THORACIC VESSEL EXCISION
ABDOMINAL ARTERY EXCIS
ABDOMINAL VEIN EXCISION

LEG ARTERY EXCISION

LEG VEIN EXCISION

PLICATION OF VENA CAVA
LYMPHADENECTOMY
LYMPHADENECTOMY

CERVIAL LYMPHADENECTOMY MODI
AXILLARY LYMPHADENECTOMY, SU
LYMPHADENECTOMY

THORACIC LYMPHADENECTOMY,REG
ABDOMINAL LYMPHADENECTOMY, R
LYMPHADENECTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
01/01/2003
07/01/2005
01/01/2003
07/01/2005
07/01/2005
03/01/1994
07/01/2005
07/01/2005
01/01/2003
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2003
07/01/2005
07/01/2005
07/01/2005
01/01/2000
01/01/2003
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$244.13
$148.68
$0.00
$421.65
$0.00
$436.86
$376.24
$0.00
$489.67
$423.01
$0.00
$427.23
$848.58
$619.65
$625.31
$0.00
$502.24
$757.66
$876.01
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$756.99
$1,045.36
$1,098.94
$568.17
$767.71
$240.65
$243.02
$725.30

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 222Z222Z2Z<2Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

38765
38770
38780
38790
38792
38794
3880
3881
3882
3883
3884
3885
3886
3887
3888
3889
3891
3892
3893
3894
3895
3898
3899
38999
390
39000
39010
391
39200
3921
3922
39220
3923
3924
3925
3926
3927
3928
3929
3930

L'}

- -
-

-

bt I

Procedure Code Description

LYMPHADENECTOMY
LYMPHADENECTOMY
LYMPHADENECTOMY
LYMPHANGIOGRAPHY, INJ PRO
INJECTION FOR ID OF SENTINEL NODE
CANNULATION, THORACIC DUCT
SURG VESSEL OCCLUS NEC
OCCLUS INTRACRAN VES NEC
OCCLUS HEAD/NECK VES NEC
OCCLUDE ARM VESSEL NEC
OCCLUDE AORTA NEC

OCCLUDE THORACIC VES NEC
OCCLUDE ABD ARTERY NEC
OCCLUDE ABD VEIN NEC

OCCLUDE LEG ARTERY NEC
OCCLUDE LEG VEIN NEC

ARTERIAL CATHETERIZATION
UMBILICAL VEIN CATH

VENOUS CATHETER NEC

VENOUS CUTDOWN

VENOUS CATHETERIZATION FOR RENAL DI
ARTERIAL PUNCTURE NEC

VENOUS PUNCTURE NEC

UNLISTED PROCEDURE, HEMIC OR
SYSTEMIC-PULM ART SHUNT
MEDTASTINOTOMY W/EXPLORATION
MEDIASTINOTOMY

INTRA-ABD VENOUS SHUNT
EXCISION, CYST, MEDIASTINAL
CAVAL-PULMON ART ANASTOM
AORTA-SUBCLV-CAROT BYPAS
EXCISION, TUMOR, MEDIASTINAL
INTRATHORACIC SHUNT NEC
AORTA-RENAL BYPASS
AORTA-ILIAC-FEMOR BYPASS
INTRA-ABDOMIN SHUNT NEC
DIALYSIS ARTERIOVENOSTOM
EXTRACRANIAL-INTRACRANIAL VAS BYPAS
VASC SHUNT & BYPASS NEC
SUTURE OF VESSEL NOS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
09/01/1982
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/1996
11/01/1989
11/01/1989

Allowed
Amount

$1,128.78
$730.55
$945.94
$535.75
$25.73
$215.10
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$477.71
$758.75
$0.00
$854.21
$0.00
$0.00
$1,038.60
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

3931
3932
39400
3941
3942
3943
3949
39499
3950
39501
39502
39503
3951
3952
39520
3953
39530
39531
3954
39540
39541
39545
3955
3956
39560
39561
3957
3958
3959
39599
3961
3962
3963
3964
3965
3966
397
3971
3972
3973

L'}

- -
-

-

bt I

Procedure Code Description

SUTURE OF ARTERY

SUTURE OF VEIN
MEDIASTINOSCOPY

POSTOP VASC OP HEM CONTR
REVIS REN DIALYSIS SHUNT
REMOV REN DIALYSIS SHUNT
VASC PROC REVISION NEC
UNLISTED MEDIASTINUM PROC

ANGIOPLASTY/ARTHERECTOMY NONCORON

REPAIR LACERATION OF DIAPHRA
REPAIR PARAESOPHAGEAL HIATUS
REPAIR NEONATAL DIAPHRAGMATI
CLIPPING OF ANEURYSM
ANEURYSM REPAIR NEC

REPAIR, ESOPHAGEAL HERNIA
ARTERIOVEN FISTULA REP
REPAIR, ESOPHAGEAL HERNIA
COMBINED, THORACOABDOMINAC,/
RE-ENTRY OPERATION

REPAIR DIAPHRAGMATIC HERNIA
REPAIR DIAPHRAGMATIC HERNIA
IMBRICATION DIAPHRAGM
REIMPLAN ABERR RENAL VES
REPAIR VESS W TIS PATCH
RESECTION, DIAPHRAGM
RESECTION, DIAPHRAGM

REP VESS W SYNTH PATCH
REPAIR VESS W PATCH NOS
REPAIR OF VESSEL NEC

UNLISTED DIAPHRAGM PROC
EXTRACORPOREAL CIRCULAT
HYPOTHERMIA W OPEN HEART
CARDIOPLEGIA

INTRAOP CARDIAC PACEMAK
ECMO

PERCUTANEOUS CARDIOPULMONARY BYP

PERIARTER SYMPATHECTOMY

ENDOVASCULAR IMPLANTATION OF GRAFT
ENDOVASCULAR REPAIR OR OCCLUSION O

ENDOVASCULAR IMPLANTATION

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
01/01/1976
10/01/1995
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
01/01/1976
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/1995
11/01/1989
10/01/2000
10/01/2002
10/01/2005

Allowed
Amount

$0.00
$0.00
$446.14
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$758.44
$896.47
$4,712.96
$0.00
$0.00
$929.95
$0.00
$872.25
$903.83
$0.00
$762.13
$809.89
$817.60
$0.00
$0.00
$708.47
$991.18
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

3979
398
3990
3991
3992
3993
3994
3995
3996
3997
3998
3999
400
4011
4019
4021
4022
4023
4024
4029
403
4040
4041
4042
40490
4050
40500
4051
40510
4052
40520
40525
40527
4053
40530
4054
4059
4061
4062
4063

L'}

- -
-

-

bt I

Procedure Code Description

OTHER ENDOVASCULAR REPAIR

VASCULAR BODY OPERATIONS

INSERTION OF NON-CORONARY ARTERY S

FREEING OF VESSEL

VEIN INJECT-SCLEROS AGNT
INSERT VES-TO-VES CANNUL
REPLAC VES-TO-VES CANNUL
HEMODIALYSIS

TOTAL BODY PERFUSION
OTHER PERFUSION
HEMORRHAGE CONTROL NOS
VESSEL OPERATION NEC
INCIS LYMPHATIC STRUCTUR
LYMPHATIC STRUCT BIOPSY
LYMPHATIC DIAG PROC NEC
EXCIS DEEP CERVICAL NODE
EXCISE INT MAMMARY NODE
EXCISE AXILLARY NODE
EXCISE INGUINAL NODE

SIMP EXC LYMPH STRUC NEC
REGIONAL LYMPH NODE EXC
RAD NECK DISSECTION NOS
UNILAT RAD NECK DISSECT
BILAT RAD NECK DISSECT
BIOPSY, LIP

RAD NODE DISSECTION NOS
VERMILIONECTOMY

RAD DISSEC AXILLARY NODE
RESECTION, LIP

RAD DISSEC PERIAORT NODE
EXCISION, LIP

LIP FULL-THICKNESS RECONSTRU
LIP-FULL THICKNESS RECONSTRU

RAD DISSECT ILIAC NODES
RESECTION, LIP

RADICAL GROIN DISSECTION
RAD NODE DISSECTION NEC
THORAC DUCT CANNULATION
THORACIC DUCT FISTULIZAT
CLOSE THORACIC DUCT FIST

For Informational Purposes Only!

Price
Effective
Date

10/01/2000
11/01/1989
01/01/1997
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$98.83
$0.00
$348.61
$0.00
$399.03
$0.00
$438.98
$576.16
$660.71
$0.00
$445.70
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 101 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

4064
40650
40652
40654

4069
40700
40701
40702
40720
40761
40799
40800
40801
40804
40805
40806
40808
40810
40812
40814
40816
40818
40819
40820
40830
40831
40840
40842
40843
40844
40845
40899

409

4100
41000
41005
41006
41007
41008
41009

L'}

- -
-

-

bt I

Procedure Code Description

LIGATE THORACIC DUCT

LIP REPAIR-FULL THICKNESS VE
REPAIR LIP UP TO HALF VERTIC
REPAIR LIP OVER 1/2 VERTICAL
THORACIC DUCT OP NEC

PLASTIC REPAIR, LIP

PLASTIC REPAIR, LIP

PLASTIC REPAIR, LIP

PLASTIC REPAIR, LIP

PLASTIC REPAIR CLEFT LIP-W/C
UNLISTED PROCEDURE, LIP
DRAINAGE, CYST, MOUTH

DRAIN ABSCESS,CYST,HEMATOMA
REMOVAL, FOREIGN BODY, MOUTH
REMOVAL EMBEDDED FB VESTIBUL
INCISION, LABIAL FRENUM

BIOPSY, VESTIBULE OF MOUTH
EXCISION, LESION, MOUTH
EXCISION, LESION, MOUTH
EXCISION LESION MUCOSA-SUBMU
COMPLEX,WITH EXCISION OF UND
EXCISION MUCOSA OF VESTIBULE
EXCISION OF FRENUM, LABIAL O
DESTRUCTION, LESION, MOUTH
CLOSURE, LACERATION, MOUTH
CLOSURE LACERATION MOUTH OVE
VESTIBULOPLASTY; ANTERIOR
VESTIBULOPLASTY, POSTERIOR,
VESTIBULOPLASTY, POSTERIOR B
VESTIBULOPLASTY, ENTIRE ARCH
VESTIBULOPLASTY, COMPLEX (IN
UNLISTED PROCEDURE, MOUTH
LYMPH STRUCTURE OP NEC

BONE MARROW TRNSPLNT NOS
DRAINAGE, ABSCESS, TONGUE
DRAINAGE, ABSCESS, SUBLINGUA
INTRAORAL INCISION SUBLINGUA
INTRAORAL I&D ABSCESS,CYST/H
DRAIN ABCESS, CYST, HEMATOMA
INTRAORAL INCISION DRAIN ABS

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$327.56
$394.29
$462.46
$0.00
$836.70
$1,079.59
$784.78
$937.48
$977.14
$0.00
$110.13
$177.58
$131.80
$207.91
$40.92
$105.50
$137.95
$183.67
$262.59
$279.70
$223.03
$211.04
$126.12
$147.81
$182.22
$524.59
$520.99
$693.64
$903.84
$1,100.30
$0.00
$0.00
$0.00
$127.69
$123.93
$239.42
$240.44
$247.55
$254.32

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 22222<Z2222Z2222Z222222Z2222Z2222Z2222Z2222Z2222Z2222Z2Z22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

4101
41010
41015
41016
41017
41018

4102

4103

4104

4105

4106

4107

4108

4109

411
41100
41105
41108
41110
41112
41113
41114
41115
41116
41120

41130
41135
41140
41145
41150
41153
41155

412

41250
41251
41252

4131

4132

4133

4138

L'}

- -
-

-

bt I

Procedure Code Description

AUTOLOGOUS MARROW TRNSPL
INCISION, LINGUAL FRENUM

EX RAORAL INCISION & DRAINAG
EXTRORAL I&D ABSCESS,CYST/HE
EXTRAORAL INCISSION AND DRAI
EXTRAORAL | & D OF ABSCESS E
MARROW TRANSPLANT W PURG
MARROW TRANSPLANT NEC
AUTOLOGOUS HEMATOPOIETICSTEM
ALLOGENIC HEMOTOPOIETIC STEM
CORD BLOOD STEM CELL TRANSPL
AUTOLOGOUS HEMATOPOIETIC STEM CEL
ALLOGENEIC HEMATOPOIETIC STEM CELL
AUTOLOGOUS BONE MARROW TRANSPLA
PUNCTURE OF SPLEEN

BIOPSY, TONGUE

BIOPSY, TONGUE

BIOPSY, FLOOR OF MOUTH
EXCISION, LESION, TONGUE
EXCISION, LESION, TONGUE
EXCISION LESION TONGUE W/CLO
EXCISION LESSION TONGUE W/LO
EXCISION OF LINGUAL FRENUM (
EXCISION LESION FLOOR OF MOU
GLOSSECTOMY

HEMIGLOSSECTOMY
GLOSSECTOMY

GLOSSECTOMY

GLOSSECTOMY

COMPOSITE PROCEDURE W/RESECT
COMPOSITE PROCEDURE W/RESECT
COMPOSITE PROCEDURE W/RESECT
SPLENOTOMY

REPAIR, LACERATION, TONGUE
REPAIR, LACERATION, TONGUE
REPAIR LACERATION TONGUE OVE
BONE MARROW BIOPSY

ASPIRAT BIOPSY OF SPLEEN

OPEN BIOPSY OF SPLEEN

MARROW DIAGNOST PROC NEC

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
10/01/1997
10/01/1997
10/01/1997
10/01/2000
10/01/2000
10/01/2000
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$157.13
$281.58
$293.95
$293.04
$334.95
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$149.03
$132.84
$117.84
$161.71
$219.48
$234.61
$534.23
$153.83
$202.23
$665.65
$738.48
$1,410.71
$1,526.04
$1,826.02
$1,442.44
$1,482.66
$1,709.78
$0.00
$169.90
$188.04
$217.78
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

<

2 2222222222222 222Z222Z2222Z222Z22Z2<<LXK<LXK<LK <K<K <K<Kzzz2z2z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

4139
4141
4142
4143
415
41500
41510
41520
41599
41800
41805
41806
41820
41821
41822
41823
41825
41826
41827
41828
41830
41850
41870
41872
41874
41899
4191
4192
4193
4194
4195
4198
4199
42000
4201
4209
4210
42100
42104
42106

L'}

- -
-

-

bt I

Procedure Code Description

SPLEEN DIAGNOST PROC NEC
SPLENIC CYST MARSUPIAL

EXC SPLENIC LESION/TISS

PARTIAL SPLENECTOMY

TOTAL SPLENECTOMY

FIXATION, TONGUE

SUTURE, TONGUE TO LIP
FRENOPLASTY

UNLISTED PROCEDURE, TONGUE
DRNGE, CYST, DENTO ALVEOLAR
REMOVAL FB DENTO-ALVEOLAR SO
REMOVAL FB DENTO-ALVEOLAR BO
GINGIVECTOMY

OPERCULECTOMY

EXCISION FIBROUS TUBEROSITIE
EXCISION OSSEOUS TUBEROSITIE
EXCSN, LESION, DENTO ALVEOLA
EXCISION LSEION DENTO ALVEOL
EXCISION LESION/TUMOR,DENTOA
EXC HYPERPLASTIC ALVEOLAR MU
ALVEOLECTOMY W/CURETTAGE OF
DSTRCTN, LESN, DENTO-ALVEOLA
PERIODONTAL MUCOSAL GRAFTING
GINGIVOPLASTY - EACH QUADRAN
ALVEOLOPLASTY EACH QUADRANT
UNLISTED PROC, DENTOALVEOLAR
DONOR MARROW ASPIRATION
INJECTION INTO MARROW

EXC OF ACCESSORY SPLEEN
SPLEEN TRANSPLANTATION
REPAIR OF SPLEEN

BONE MARROW OPS NEC

SPLEEN OPERATION NEC
DRAINAGE, ABSCESS, PALATE
ESOPHAGEAL WEB INCISION
ESOPHAGEAL INCISION NEC
ESOPHAGOSTOMY NOS

BIOPSY, PALATE/UVULA

EXCISION, LESION, PALATE
EXCISION, LESION, PALATE

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
01/01/1976
07/01/2005
07/01/2005
07/01/2005
01/01/1976
01/01/2004
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
07/01/2005
07/01/2005
07/01/2005
01/01/1976
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$284.58
$305.47
$202.79
$0.00
$108.49
$114.97
$184.74
$0.00
$0.00
$180.69
$241.00
$129.23
$174.10
$247.55
$216.63
$236.74
$0.00
$320.52
$193.28
$209.88
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$129.32
$0.00
$0.00
$0.00
$130.55
$146.42
$166.36

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 104 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

42107
4211
4212

42120

42140

42145

42160

42180

42182
4219

42200

42205
4221

42210

42215
4222

42220

42225

42226

42227
4223

42235
4224
4225

42260
42280
42281
4229
42299
42300
42305
4231
42310
4232
42320
42325
42326
4233
42330
42335

L'}

- -
-

-

bt I

Procedure Code Description

EXCISION LESION OF PALATE, U
CERVICAL ESOPHAGOSTOMY
ESOPH POUCH EXTERIORIZAT
RESECTION, PALATE

EXCISION, UVULA
PALATOPHARVNGOPLASTY
DESTRUCTION, LESION, PALATE
REPAIR, LACERATION, PALATE
REPAIR, LACERATION, PALATE
EXT FISTULIZAT ESOPH NEC
CLEFT PALATE REPAIR

CLEFT PALATE REPAIR
ESOPHAGOSCOPY BY INCIS
CLEFT PALATE REPAIR

CLEFT PALATE REPAIR
ESOPHAGOSCOPY THRU STOMA
CLEFT PALATE REPAIR

CLEFT PALATE REPAIR
LENGTHENING OF PALATE & PHAR
LENGTHENING OF PALATE WITH |
ESOPHAGOSCOPY NEC

REPAIR, PALATE, ANTERIOR
CLOSED ESOPHAGEAL BIOPSY
OPEN ESOPHAGEAL BIOPSY
REPAIR, FISTULA, NASOLABIAL
MAXILLARY IMPRESSION FOR PAL
INSERTION OF PIN-RETAINED PA
ESOPHAGEAL DX PROC NEC
UNLISTED PROC, PALATE
DRAINAGE, ABSCESS, PAROTID
DRAINAGE ABCESS PAROTID COMP
LOC EXCIS ESOPH DIVERTIC
DRNG, ABSCESS, SUBMAXILLARY
LOCAL EXCIS ESOPHAG NEC
DRNG, ABSCESS, SUBMAXILLARY
FISTULIZATION OF SUBLINGUAL
FISTULIZATION SUBLINGUAL SAL
ENDOSCOPIC ESCISION OR DEST OF LESI
SIALOLITHOTOMY
SIALOLITHOTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
01/01/1976
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
10/01/1989
07/01/2005
07/01/2005

Allowed
Amount

$306.35
$0.00
$0.00
$434.55
$189.61
$550.65
$174.49
$202.10
$245.18
$0.00
$772.70
$815.66
$0.00
$923.47
$656.12
$0.00
$486.37
$659.64
$702.58
$655.66
$0.00
$488.05
$0.00
$0.00
$580.71
$105.19
$123.88
$0.00
$0.00
$159.72
$404.58
$0.00
$134.77
$0.00
$179.83
$229.22
$252.28
$0.00
$175.26
$245.86

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

42340
4239
4240

42400

42405

42408

42409
4241

42410

42415
4242

42420

42425

42426

42440

42450

42500

42505

42507

42508

42509
4251

42510
4252
4253
4254
4255
42550
4256
4258
4259
42600
4261
4262
4263
4264
4265
42650
4266
42660

L'}

- -
-

-

bt I

Procedure Code Description

SIALOLITHOTOMY

DESTRUCT ESOPHAG LES NEC
ESOPHAGECTOMY NOS

BIOPSY, SALIVARY GLAND
BIOPSY, SALIVARY GLAND
EXCISION SUBLINGUAL SALIVARY
MARSUPIALIZATION SUBLINGIAL
PARTIAL ESOPHAGECTOMY
EXCISION, PAROTID GLAND
EXCISION, PAROTID GLAND
TOTAL ESOPHAGECTOMY
EXCISION, PAROTID GLAND
EXCISION, PAROTID GLAND
EXCISION, PAROTID GLAND
EXCISION, SUBMANDIBULAR GLAN
EXCISION, SUBLINGUAL GLAND
SIALODOCHOPLASTY
SIALODOCHOPLASTY SECOUNDARY
PAROTID DUCT DIVERSION BILAT
PAROTID DUCT DIVERSION W/EXC
PAROTID DUCT DIVERSION W/EXC
THORAC ESOPHAGOESOPHAGOS
PAROTID DUCT DIVERSION WI/LIG
THORAC ESOPHAGOGASTROST
THORAC SM BOWEL INTERPOS
THORAC ESOPHAGOENTER NEC
THORAC LG BOWEL INTERPOS
SIALOGRAPHY, INJECTION PROCD
THORAC ESOPHAGOCOLOS NEC
THORAC INTERPOSITION NEC
THORAC ESOPHAG ANAST NEC
CLOSURE, FISTULA, SALIVARY
STERN ESOPHAGOESOPHAGOST
STERN ESOPHAGOGASTROSTOM
STERN SM BOWEL INTERPOS
STERN ESOPHAGOENTER NEC
STERN LG BOWEL INTERPOS
DILATION, SALIVARY DUCT
STERN ESOPHAGOCOLOS NEC
DILATION, SALIVARY DUCT

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005

Allowed
Amount

$339.22
$0.00
$0.00
$112.38
$236.41
$325.18
$215.10
$0.00
$621.11
$1,054.41
$0.00
$1,209.23
$839.96
$1,303.90
$462.66
$317.16
$329.99
$429.30
$411.72
$616.65
$743.67
$0.00
$543.87
$0.00
$0.00
$0.00
$0.00
$457.15
$0.00
$0.00
$0.00
$440.25
$0.00
$0.00
$0.00
$0.00
$0.00
$66.14
$0.00
$79.93

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

42665
4268
4269

42699

427

42700

42720

42725

42800

42802

42804

42806

42808

42809
4281

42810

42815
4282

42820

42821

42825

42826
4283

42830

42831
42835
42836
4284
42842
42844
42845
4285
4286
42860
4287
42870
4289
42890
42892
42894

L'}

- -
-

-

bt I

Procedure Code Description

LIGATION, SALIVARY DUCT

STERN INTERPOSITION NEC

STERN ESOPHAG ANAST NEC
UNLISTED PROC SALIVARY
ESOPHAGOMYOTOMY

INCISION & DRAINAGE ABSCESS;
INCISION DRAIN ABSCESS, RETR
INCISION DRAIN ABSCESS, RETR
BIOPSY, PHARYNX

BIOPSY, PHARYNX

BIOPSY, PHARYNX

BIOPSY; NASOPHARYNX SURVEEY
EXCISION OF LESION OF PHARNY
REMOVAL OF FOREIGN BODY FROM
INSERT PERM TUBE ESOPHAG
EXCISION, BRACHIAL CLEFT CYS
EXCISION, BRACHIAL CLEFT CYS
SUTURE ESOPHAGEAL LACER
TONSILLECTOMY AND ADENOIDECTOMY
TONSILLECTOMY & ADENOIDECTOMY
TONSILLECTOMY PRI OR SEC UND
TONSILLECTOMY PRIMARY AND SE
ESOPHAGOSTOMY CLOSURE
ADENOIDECTOMY, PRIMARY UNDER
ADENOIDECTOMY, PRIMARY, AGE
ADENOIDECTOMY
ADENOIDECTOMY, SECONDARY, AG
ESOPH FISTULA REPAIR NEC
RADICAL RESECTION TONSIL,TON
RADICAL RESECTION TONSIL, CL
RADICAL RESECTION TONSIL, CL
ESOPHAG STRICTURE REPAIR
PROD SUBQ TUNNEL NO ANAS
EXCISION, TONSIL TAGS
ESOPHAGEAL GRAFT NEC
EXCISION, LINGUAL TONSIL
ESOPHAGEAL REPAIR NEC

LIMITED PHARYNGECTOMY
RESECTION LATERAL PHARYNGEAL
RESECTION PHARYNGEAL WALL RE

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
11/01/1989
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$194.23
$0.00
$0.00
$0.00
$0.00
$169.47
$359.75
$687.83
$153.89
$164.42
$146.66
$175.62
$250.99
$182.44
$0.00
$308.46
$484.45
$0.00
$278.62
$301.90
$250.99
$251.68
$0.00
$178.69
$186.54
$191.57
$240.34
$0.00
$589.33
$916.22
$1,500.98
$0.00
$0.00
$184.54
$0.00
$405.39
$0.00
$846.68
$1,009.41
$1,427.55

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

42900
4291
4292

42950

42953

42955

42960

42961

42962

42970

42971

42972
4299

42999

430

43020

43030

43045

43100

43101

43107

43108
4311

43112

43113
43116
43117
43118
43121
43122
43123
43124
43130
43135
4319
43200
43201
43202
43204
43205

L'}

- -
-

-

bt I

Procedure Code Description

SUTURE, PHARYNX

INJECT/LIGAT ESOPH VARIX
ESOPHAGEAL DILATION
PHARYNGOPLASTY
PHARYNGOESOPHAGEAL REPAIR
PHARYNGOSTOMY

CNTRL OROPHARYNGEAL HEMORRHA
CONTROL OROPHARYNGEAL HEMORR
CONTROL OROPHARYNGEAL HEMORR
CTRL NASOPHARYNGEAL HEMORRHA
CTRL.NASOPHARYNGEAL HEMORRHA
CONTROL NASOPHARYNGEAL HEMOR
ESOPHAGEAL OPERATION NEC
UNLISTED PROC, T/A OR PHARYN
GASTROTOMY

ESOPHAGOTOMY
CRICOPHARYNGEAL MYOTOMY
ESOPHAGOTOMY

EXCISION, LESION, ESOPHAGUS
EXCISION, LESION, ESOPHAGUS
TOTAL ESOPHAGECTOMY W/W/O PY
TOTAL ESOPHAGECTOMY W/INTTER
PERCUTANEOUS ENDOSCOPIC GASTROST
TOTAL ESOPHAGECTOMY W/THORAC
ESOPHAGECTOMY W/THORACOTOMY
PARTIAL ESOPHAGECTOMY,GRAFT/
PARTIAL ESOPHAGECTOMY W/W/O
PARTIAL ESOPHAGECTOMY W/INTE
PARTIAL ESOPHAGECTOMY W/THOR
PARTIAL ESOPHAGECTOMY W/ESOP
PARTIAL ESOPHAGECTOMY W/INTE
TOTAL OR PARTIAL ESOPHAGECTO
DIVERTICULECTOMY
DIVERTICULECTOMY

OTHER GASTROSTOMY
ESOPHAGOSCOPY
ESOPHAGOSCOPY, RIGID OR FLEXIBLE;
ESOPHAGOSCOPY
ESOPHAGOSCOPY, RIGID OR FIBE
WITH BAND LIGATION OF ESOPHA

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$325.90
$0.00
$0.00
$553.15
$637.72
$493.87
$157.32
$383.55
$476.04
$333.99
$429.57
$458.28
$0.00
$0.00
$0.00
$527.62
$518.96
$1,131.72
$595.61
$909.85
$2,110.86
$1,841.61
$0.00
$2,295.69
$1,890.39
$1,782.50
$2,115.62
$1,781.11
$1,612.15
$2,095.96
$1,782.61
$1,538.05
$741.28
$946.83
$0.00
$320.75
$214.08
$283.52
$195.44
$195.97

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

43215
43216
43217
43219
43220
43226
43227
43228
43231
43232
43234
43235
43236
43237
43238
43239
43240
43241
43242
43243
43244
43245
43246
43247
43248
43249
43250
43251
43255
43256
43257
43258
43259
43260
43261
43262
43263
43264
43265
43267

L'}

- -
-

-

bt I

Procedure Code Description

ESOPHAGOSCOPY

W/REMOVAL TUMORS,POLYPS,OR O
ESOPHAGOSCOPY FOR REMOVAL OF
ESPOHAGOSCOPY FOR INSSERTION
ESOPHAGOSCOPY, RIGID OR FLEXIBLE
ESOPHAGOSCOPY FOR INSERTION
ESOPHAGOSCOPY FOR CONTROL OF
FOR ABLATION OF TUMORS, POLY
ESOPHAGOSCOPY

ESOPHAGOSCOPY

UPPER Gl ENDOSCOPY SIMPLE PR
ESOPHAGOGASTRODUODENOSCOPY
UPPER Gl ENDOSCOPY INC ESOPHAGUS,
WITH ENDOSCOPIC ULTRASOUND EXAM
WITH TRANSENDOSCOPIC ULTRASOUND
ESOPHAGOGASTROSCOPY

UPPER GI ENDOSCOPY

UPPER GASTROINTESTINAL ENDOS
UPPER GI ENDOSCOPY

UPPER GASTROINTESTINAL ENDOS
UPPER GASTRO ENDOSCOPY W/BAN
UPPER GI ENDOSCOPY FOR DIL G
UPPER GL ENDOSCOPY FOR PLACE
ESOPHAGOGASTRODUODENOSCOPY
WI/INSERT OF GUIDE WIRE FOLLO
GASTROINTESTINAL ENDOSCOPY W
W/REMOVAL OF TUMORS,POLYPS,0
REMOVAL POLYPOID LESION

UPPER GASTROINTESTINAL ENDOS
UPPER Gl ENDOSCOPY W/STENT PLCMNT
UPPER GASTROINTESTINAL ENDOSCOPY
UPPER GASTRO ENDOSCOPY W/FUL

W/ ENDOSCOPIC ULTRASOUND EXA
ENDSCPIC RTRGRD CHOLANGIOPAN
WITH BIOPSY, SINGLE OR MULTI
ENDOSCOPIC RETROGRADE CHOLAN
ERCP FOR PRESSURE MESURE OF
UPPER GASTRO ENDOSCOPY INCL
ERCP FOR DESTRUCT LITHOTRIPS
ERCP FOR INSERTION OF NASOBI

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$138.30
$128.76
$152.07
$150.94
$115.42
$126.38
$187.01
$198.73
$171.32
$237.01
$225.95
$299.05
$251.17
$209.06
$260.39
$330.05
$351.57
$137.73
$355.56
$234.36
$257.58
$176.49
$221.01
$176.64
$165.31
$153.02
$167.16
$191.80
$242.19
$224.58
$291.31
$233.50
$253.32
$302.00
$317.48
$372.25
$366.54
$446.03
$500.06
$372.58

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

43268
43269
43271
43272
43280
43289
433
43300
43305
43310
43312
43313
43314
43320
43324
43325
43326
43330
43331
43340
43341
43350
43351
43352
43360
43361
43400
43401
43405
4341
43410
43415
4342
43420
43425
43450
43453
43456
43458
43460

L'}

- -
-

-

bt I

Procedure Code Description

ENDOSCOPIC RETROGRADE CHOLAN
ERCP, FOR REMOVAL OR CHANGE
ERCP FOR BALLOON DILATION OF
ERCP FOR ABLATION OF TUMOR/M
LAPAROSCOPY

LAPAROSCOPY UNLISTED ESOPHAGUS

PYLOROMYOTOMY
ESLPNAGOPLASTY, CERVICAL APP
ESOPHAGOPLASTY
ESOPHAGOPLASTY
ESOPHAGOPLASTY
ESOPHAGOPLASTY
ESOPHAGOPLASTY
ESOPHAGOGASTROSTOMY
FUNDOPLASTY, ESOPHAGOGASTRIC
ESOPHAGOGASTRIC FUNDOPLASTY
ESOPHAGOGASTRIC FUNDOPLASTY
ESOPHAGOMYOTOMY W/OR W/O HIA
HELLER PROCEDURE
ESOPHAGOJEJUNOSTOMY
ESOPHAGEJEJUNOSTOMYTHORACIC
ESOPHAGOSTOMY
ESOPHAGOSTOMY
ESOPHAGOSTOMY FISTULIZATION
GASTROINTESTIONAL RECONSTRUC
GASTROINTESTINAL RECONSTRUCT
LIGATION, ESOPHAGEAL VARICES
TRANSECTION OF ESOPHAGUS REP
LIGATION/STAPLING GASTROESOP
GASTRIC POLYPECTOMY

SUTURE, ESOPHAGEAL WOUND
SUTURE, ESOPHAGEAL WOUND
LOCAL GASTR EXCISION NEC
ESOPHAGOSTOMY CLOSURE

CLOSE ESOPHAGOSTOMY OR FISTU
DILATION, ESOPHAGUS

DILATION OF ESOPHAGUS OVER G
DILATION ESOPHAGUS BY BALLOO
DILATION ESOPHAGUS W/BALLOON
ESOPHAGOGASTRIC TAMPONADE W/

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2000
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$372.25
$410.53
$371.91
$372.58
$931.73
$0.00
$0.00
$586.02
$1,074.91
$1,451.77
$1,661.58
$2,456.90
$2,706.30
$1,098.93
$1,095.34
$1,085.25
$1,085.53
$1,062.50
$1,136.90
$1,074.42
$1,158.78
$935.82
$1,048.53
$889.48
$1,915.76
$2,114.65
$1,126.52
$1,168.36
$1,062.27
$0.00
$814.74
$1,347.91
$0.00
$834.40
$1,157.61
$99.49
$78.26
$130.39
$154.86
$191.48

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Fee Schedule

Procedure
Code

4349
43496
43499

435
43500
43501
43502
43510
43520

436
43600
43605
43610
43611
43620
43621
43622
43631
43632
43633
43634
43635
43638
43639
43640

43641
43644
43645
43651
43652
43653
43659

437

43750
43752
43760
43761
43800

4381
43810

L'}

- -
-

-

bt I

Procedure Code Description

LOCAL GASTR DESTRUCT NEC
FREE JEJUNUM TRANSFER W/MICR
MULTIPLE ENDOSCOPIC PROCS
PROXIMAL GASTRECTOMY
GASTROTOMY
GASTROTOMY,W/SUTURE REPAIR B
GASTROTOMY;W/REPAIR ESOPHAGO
GASTROTOMY W/ESOPHAGEAL DILA
PYLOROMYOTOMY

DISTAL GASTRECTOMY

GASTRIC BIOPSY

GASTRIC BIOPSY

EXCISION, ULCER, STOMACH
MALIGNANT TUMOR OF STOMACH
GASTRECTOMY

WITH ROUX-EN-Y RECONSTRUCTIO
WITH FORMATION OF INTESTINAL
GASTRECTOMY,PARTIAL,DISTAL,W
WITH GASTROJEJUNOSTOMY

WITH ROUX-EN-Y RECONTRUCTION
WITH FORMATION OF INTESTINAL
VAGOTOMY WITH PARTIAL DISTAL
GASTRECTOMY,PARTIAL,PROXIMAL
WITH PYLOROPLASTY OR PYLOROM
VAGOTOMY AND PYLOROPLASTY
EXCISION PARIETAL CELL
LAPAROSCOPY, SURGICAL,
LAPARASCOPY W GASTRIC
LAPAROSCOPY

LAPAROSCOPY

LAPAROSCOPY GASTROSTOMY
LAPAROSCOPY

PART GASTREC W JEJ ANAST
PERCUTANEOUS PLACEMENT OF GA
NASO/ORO-GASTRIC TUBE PLACEMENT
CHANGE OF GASTROSTOMY TUBE;
REPOSITION GASTRIC FEEDING T
PYLOROPLASTY

PART GAST W JEJ TRANSPOS
GASTRODUODENOSTOMY

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
01/01/1997
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
04/01/2004
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$585.88
$1,042.39
$1,201.70
$734.97
$564.25
$0.00
$105.43
$631.58
$772.67
$935.64
$1,549.01
$1,585.70
$1,671.85
$1,170.72
$1,171.24
$1,195.14
$1,302.26
$102.46
$1,485.56
$1,515.86
$895.35
$908.02
$1,499.69
$1,615.00
$539.86
$642.99
$436.92
$0.00
$0.00
$257.48
$40.84
$89.42
$101.58
$730.37
$0.00
$776.69

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

22222222 <2Z22<X<X2Z2Z2zZ222Z2222Z2222Z2222Z2222Z2222Z2222Z22Z22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

43820
43825
43830
43831
43832
43840
43842
43843
43845
43846
43847
43848
43850
43855
43860
43865
43870
43880
4389
4391
4399
43999
440
4400
44005
4401
44010
44015
4402
44020
44021
44025
4403
44050
44055
44100
4411
44110
44111
4412

Wiy
.i

bt I

Procedure Code Description

GASTROJEJUNOSTOMY
GASTROJEJUNOSTOMY
GASTROSTOMY

GASTROSTOMY

GASTROSTOMY

GASTRORRHAPHY

GASTRIC RESTRICTIVE PROCEDUR
GASTROPLASTY, OTHER THAN VER
GASTRIC RESTRICTIVE PROCEDURE WITH
GASTRIC BYPASS, WITH ROUX-EN
GASTRIC PROCEDURE; W/BOWEL R
REVISION OF GASTRIC PROCEDUR
REVISION OF GASTRODUODENAL A
RVSN GASTROENTERIC ANASTOMOS
REVISION OF GASTROJEJUNOSTOM
REVISION OF GASTROJEJUNAL AN
GASTROSTOMY CLOSURE
CLOSURE, FISTULA, GASTROCOLI
PARTIAL GASTRECTOMY NEC

TOT GAST W INTES INTERPO
TOTAL GASTRECTOMY NEC
UNLISTED PROCEDURE, STOMACH
VAGOTOMY

VAGOTOMY NOS

ENTEROLYSIS

TRUNCAL VAGOTOMY
DUODENOTOMY

NEEDLE CATH JEJUNOSTOMY FOR
HIGHLY SELECT VAGOTOMY
ENTEROTOMY

ENTEROTOMY; SMALL BOWEL OTHE
ENTEROTOMY

SELECTIVE VAGOTOMY NEC
REDUCTION, VOLVULUS

CORR OF MALROTATION BY LYSIS
BIOPSY, INTESTINES
TRANSABDOMIN GASTROSCOPY
EXCISION, LESION, BOWEL
EXCISION, LESION, BOWEL
GASTROSCOPY THRU STOMA

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
01/01/1976
01/01/1993
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989

Allowed
Amount

$811.02
$1,002.05
$522.78
$451.34
$835.21
$820.22
$1,063.73
$1,070.92
$1,615.00
$1,353.44
$1,512.87
$1,647.99
$1,270.09
$1,345.76
$1,286.56
$1,364.29
$534.20
$1,281.87
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$854.13
$0.00
$683.94
$129.62
$0.00
$742.27
$760.33
$755.86
$0.00
$744.09
$1,130.07
$110.54
$0.00
$636.34
$771.26
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 222Z222Z2222Z2222Z222Z2<K<XK<LK<K<LK<LK<K<Kzzzz2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

44120
44121
44125
44126
44127
44128
4413
44130
44132
44133
44135
44136
44137
44139
4414
44140
44141
44143
44144
44145
44146
44147
4415
44150
44151
44152
44153
44155
44156
44160
4419
44200
44201
44202
44203
44204
44205
44206
44207
44208

L'}

- -
-

-

bt I

Procedure Code Description

ENTERECTOMY

ENTERECTOMY; EACH ADDITIONAL
ENTERECTOMY

ENTERECTOMY OF SMALL INTESTINE
ENTERECTOMY OF SMALL INTESTINE
ENTERECTOMY OF SMALL INTESTINE
GASTROSCOPY NEC
ENTEROENTEROSTOMY

DONOR ENTERECTOMY COLD PRESERVAT

DONOR ENTERECTOMY PARTIAL
INTESTINAL ALLOTRANSPLANTATION
INTESTINAL ALLOTRANSPLANTATION
REMOVAL OF TRANSPLANTED
MOBILIZATION SPLENIC FLEXURE
ENDOSCOPIC GASTRIC BX
COLECTOMY

COLECTOMY

HARTMANN PROCEDURE
COLECTOMY

COLECTOMY

COLECTOMY

COLECTOMY, PARTIAL, WITH ANA
OPEN BIOPSY OF STOMACH
COLECTOMY;W/O PROCTECTOMY W/
COLECTOMY TOTAL W/CONTINENT
COLECTOMY TOTAL W/RECTAL MUC
COLECTOMY W/RECTAL MUCOSECTO
COLECTOMY

COLECTOMY, TOTAL,ABDOMINAL W/
COLECTOMY WITH REMOVAL OF TE
GASTRIC DIAGNOS PROC NEC
LAPAROSCOPY ENTEROLYSIS
LAPAROSCOPY JEJUNOSTOMY
LAPAROSCOPY JEJUNOSTOMY
LAPAROSCOPY EACH ADDITIONAL
LAPAROSCOPY, COLECTOMY
LAPAROSCOPY, COLECTOMY
LAPAROSCOPY; COLECTOMY, PARTIAL,
LAPAROSCOPY; COLECTOMY, PARTIAL,
LAPAROSCOPY; COLECTOMY, PARTIAL,

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
01/01/2001
01/01/2001
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$892.06
$221.31
$918.30
$1,879.20
$2,161.54
$227.26
$0.00
$768.08
$0.00
$0.00
$5,127.33
$5,540.05
$1,104.27
$110.56
$0.00
$1,104.27
$1,132.13
$1,298.60
$1,197.74
$1,384.78
$1,540.59
$1,112.62
$0.00
$1,364.72
$1,523.45
$1,606.83
$1,693.34
$1,548.92
$1,738.22
$984.37
$0.00
$770.89
$540.29
$1,157.39
$221.31
$1,281.76
$1,136.04
$1,318.22
$1,443.85
$1,562.73

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 222Z222Z2222Z2222Z222Z2<KX<X<<X<<Kz2zzzzzz2z22

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

4421
44210
44211
44212
4422
44238
44239
4429
44300
4431
44310
44312
44314
44316
4432
44320
44322
44340
44345
44346
44360
44361
44363
44364
44365
44366
44369
44370
44372
44373
44376
44377
44378
44379
4438
44380
44382
44383
44385
44386

L'}

- -
-

-

bt I

Procedure Code Description

DILAT PYLORUS BY INCIS
LAPAROSCOPY; COLECTOMY, TOTAL,
LAPAROSCOPY; COLECTOMY, TOTAL
LAPAROSCOPY; COLECTOMY, TOTAL,
ENDOSCOPIC DILAT PYLORUS

UNLISTED LAPAROSCOPY PROCEDURE, |
UNLISTED LAPAROSCOPY PROCEDURE, R

OTHER PYLOROPLASTY

TUBE CECOSTOMY/ENTEROSTOMY
HIGH GASTRIC BYPASS

ILEOSTOMY

ILEOSTOMY

ILEOSTOMY

CONTINENT ILEOSTOMY
PERCUTANEOUS (ENDOSCOPIC)
COLOSTOMY

COLOSTOMY W/MULTIPLE BIOPSIE
COLOSTOMY

COLOSTOMY

REV COLOSTOMY W/REPAIR PARAC
SM INTESTINAL ENDOSCOPY, BY
SM. INTESTINAL ENDOSCOPY W/O
S INTESTINAL ENDOSCOPY W/FB
W/REMOVAL OF TUMORS,POLYPS,0
W/REMOVAL TUMORS,POLYPS,OR O
WITH CONTROL OF BLEEDING, AN
W/ABLATION OF TUMORS,POLYPS,
SMALL INTESTINAL ENDOSCOPY
W/PLACEMENT PERCUTANEOUS JEJ
W/CONVERSION PERCUTANEOUS GA
SM INTESTINAL ENDOSCOPY, ENT
WITH BIOPSY, SINGLE OR MULTI
WITH CONTROL OF BLEEDING, AN
SMALL INTESTINAL ENDOSCOPY
LAP GASTROENTEROSTOMY
ILEOSCOPY, THRU STOMA;DIAGNOS
FIBEROPTJC ILEOSCOPY W/BIOPS
ILEOSCOPY W/STENT

ENDOSCOPE EVALUATION OF SMAL
WITH BIOPSY, SINGLE OR MULTI

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
01/01/2003
01/01/2003
11/01/1989
07/01/2005
01/01/1997
07/01/2005
07/01/2005
07/01/2005
07/01/2005
08/01/2002
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/2004
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$1,381.22
$1,718.67
$1,604.34
$0.00
$0.00
$0.00
$0.00
$676.26
$0.00
$941.56
$471.94
$902.28
$1,239.67
$0.00
$1,058.97
$796.69
$448.64
$851.17
$927.80
$141.68
$155.58
$185.92
$197.90
$177.90
$230.45
$234.58
$234.05
$231.05
$188.88
$272.56
$285.72
$364.44
$363.98
$0.00
$65.35
$77.09
$158.01
$241.39
$309.52

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2Z222Z2222Z222<22zZ22z22zZ22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

44388
44389
4439
44390
44391
44392
44393
44394
44397
4440
4441
4442
4443
4444
4449
445
44500
44602
44603
44604
44605
4461
44615
4462
44620
44625
44626
4463
4464
44640
4465
44650
4466
44660
44661
4467
4468
44680
4469
44700

L'}

- -
-

-

bt I

Procedure Code Description

COLONOSCOPY THRU STOMA;DIAGN
WITH BIOPSY, SINGLE OR MULTI
GASTROENTEROSTOMY NEC

WITH REMOVAL OF FOREIGN BODY

WITH CONTROL OF BLEEDING ANY
W/REMOVAL OF FOREIGN BODY
W/ABLATION OF TUMORS,POLYPS,
COLONOSCOPY THROUGH STOMA; B
COLONOSCOPY

SUTURE PEPTIC ULCER NOS

SUT GASTRIC ULCER SITE

SUTURE DUODEN ULCER SITE
ENDOSCOPIC CONTROL OF GASTRIC OR D
TRANSCATHETER EMBOLIZATION FOR GAS
OTHER CONTROL OF HEMORRHAGE OF ST
REVISION GASTRIC ANASTOM
INTRODUCTION OF GASTROINTEST
SUTURE SMALL INTESTINE, SINGLE PERF
MULTIPLE PERFORATIONS

SUTURE LARGE INTESTINE FOR P
ENTERORRHAPHY

SUTURE GASTRIC LACERAT

INTESTINAL STRICTUROPLASTY W
GASTROSTOMY CLOSURE

CLOSURE, ENTEROSTOMY

CLOSURE, ENTEROSTOMY

CLOSURE ENTEROSTOMY W/RESECTION
CLOSE GASTRIC FISTUL NEC
GASTROPEXY

CLOSURE, FISTULA, INTESTINAL
ESOPHAGOGASTROPLASTY

CLOSURE, FISTULA, ENTEROCOLI
CREAT ESOPHAGASTR SPHINC
CLOSURE, FISTULA ENTEROVESIC
CLOSURE ENTEROVESICAL FISTUL

LAP CREAT ESOPH SPHINCT
LAPAROSCOPIC GASTROPLASTY
SUTURE, PLICATION, INTESTINA
GASTRIC REPAIR NEC

EXCLUSION SMALL BOWEL/PELVIS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
01/01/1997
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
10/01/1989
10/01/1989
10/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
09/01/1998
07/01/2005
09/01/1998
07/01/2005
07/01/2005
10/01/2004
10/01/2004
07/01/2005
11/01/1989
07/01/2005

Allowed
Amount

$332.96
$367.55
$0.00
$362.44
$359.13
$412.79
$458.16
$418.78
$244.01
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$30.22
$839.00
$969.61
$845.83
$1,026.49
$0.00
$840.69
$0.00
$650.32
$792.17
$1,303.15
$0.00
$0.00
$1,126.38
$0.00
$1,170.27
$0.00
$1,103.69
$1,275.37
$0.00
$0.00
$826.21
$0.00
$852.07

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 22<Z2222Z2222Z2222Z222222Z2222Z2222Z2222Z2222Z2222Z2222Z<2Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

44701
44715
44720
44721
44799
44800
44820
44850
44899
44900
44901
4491
4492
4493
4494
4495
44950
44955
4496
44960
44970
44979
4499
4500
45000
45005
4501
4502
45020
4503
45100
45108
4511
45110
45111
45112
45113
45114
45116
45119

L'}

- -
-

-

bt I

Procedure Code Description

INTRAOPERATIVE COLONIC LAVAGE

BACKBENCH STANDARD PREPARATION OF

BACKBENCH RECONSTRUCTION OF
BACKBENCH RECONSTRUCTION OF
UNLISTED PROC, INTESTINE
DIVERTICULECTOMY

EXCISION, LESION, MESENTERY
SUTURE, MESENTERY

UNLISTED PROC, MESENTERY
DRAINAGE, ABSCESS, APPENDICI

| & D OF APPENDICEAL ABSCESS
LIGATE GASTRIC VARICES

INTRAOP GASTRIC MANIPUL

INSERT GASTRIC BALLOON
REMOVAL GASTRIC BALLOON
LAPAROSCOPIC GASTRIC REST PROC
APPENDECTOMY

APPENDECTOMY WHEN DONE W/OTH
LAPAROSCOPIC REV OF GASTRIC
APPENDECTOMY FOR RUPTURED AP
LAPAROSCOPY APPENDECTOMY
LAPAROSCOPY

GASTRIC OPERATION NEC
INTESTINAL INCISION NOS
DRAINAGE, ABSCESS, PELVIC
INCISION & DRAINAGE OF SUBMU
DUODENAL INCISION

SMALL BOWEL INCISION NEC
DRAINAGE, ABSCESS, PELVIRECT
LARGE BOWEL INCISION

BIOPSY, ANO-RECTAL WALL
MYOMECTOMY, ANORECTAL
TRANSAB SM BOWEL ENDOSC
PROCTECTOMY

PROTECTOMY, PARTIAL RESECTIO
PROCTECTOMY
PROCTECTOMY,PARTIAL W/MUCOSE
PROCTECTMY PARTIAL W ANASTOM
PROCTECTOMY PARTIAL TRANSACR

PROCTECTOMY,COLO-ANAL ANASTOMOSIS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1976
07/01/2005
07/01/2005
07/01/2005
01/01/1976
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/2004
07/01/2005
07/01/2005
10/01/2004
07/01/2005
07/01/2005
01/01/2000
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$144.07
$852.07
$255.84
$366.02
$0.00
$609.93
$651.59
$583.46
$0.00
$577.24
$290.18
$0.00
$0.00
$0.00
$0.00
$0.00
$551.49
$76.85
$0.00
$678.88
$468.39
$0.00
$0.00
$0.00
$294.98
$226.17
$0.00
$0.00
$316.45
$0.00
$299.00
$391.13
$0.00
$1,487.27
$912.59
$1,594.85
$1,581.96
$1,441.71
$1,303.91
$1,586.69

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 222Z222Z222<2Z22<K2Z2z2zZ2z2z2z2z222Z222Z2<<=<

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

4512
45120
45121
45123
45126

4513
45130
45135
45136

4514

4515
45150

4516
45160
45170

4519
45190

4521

4522

4523

4524

4525

4526

4527

4528

4529

4530
45300
45303
45305
45307
45308
45309

4531
45315
45317

4532
45320
45321
45327

L'}

- -
-

-

bt I

Procedure Code Description

ENDOSC SM BOWEL THRU ST
PROCTECTOMY

PROTECTOMY COMPLETE W SUBTOT
PROCTECTOMY PARTIAL W/O ANAS
PELVIC EXENTERATION COLORECTAL MAL
SM BOWEL ENDOSCOPY NEC
EXCISION, RECTAL PROCIDENTIA
EXCISION, RECTAL PROCIDENTIA
EXCISION OF ILEOANAL
ENDOSCOPIC SM BOWEL BX

OPEN BIOPSY SMALL BOWEL
DIVISION, STRICTURE, RECTUM

EGD WITH CLOSED BIOPSY
EXCISION RECTAL TUMOR BY PRO
EXCISION RECTAL TUMOR TRASAN
SM BOWEL DX PROC NEC
DESTRUCTION RECTAL TUMOR, TR
TRANSAB LG BOWEL ENDOSC
ENDOSC LG BOWEL THRU ST
COLONOSCOPY

FLEXIBLE SIGMOIDOSCOPY
ENDOSCOPIC LG BOWEL BX

OPEN BIOPSY LARGE BOWEL
INTESTINAL BIOPSY NOS

LG BOWEL DX PROCED NEC

BOWEL DIAGNOST PROC NEC
ENDOSCOPIC EXCSISION OR FEST OF LES
PROCTOSIGMOIDOSCOPY
PROCTOSIGMOIDOSCOPY WITH DIL
PROSCTOSIGMOIDOSCOPY WITH BI
PROCTOSIGMOIDOSCOPY
W/REMOVAL OF SINGLE TUMOR,PO
W/REMOVAL OF SINGLE TUMOR,PO
LOCAL EXCISION DUODENUM
PROCTOSIGMOIDOSCOPY-REMOVE M
PROCTOSIGMOIDOSCOPY
DESTRUCT DUODEN LES NEC
PROCTOSIGMOIDOSCOPY W/ABLATI
PORSTOSIGMOIDOSCOPY FOR DECO
PROCTOSIGMOIDOSCOPY

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$1,311.50
$1,436.08
$891.62
$2,316.18
$0.00
$869.85
$1,022.41
$1,440.97
$0.00
$0.00
$407.03
$0.00
$806.84
$624.42
$0.00
$540.56
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$58.85
$68.12
$92.16
$125.10
$84.78
$155.71
$0.00
$147.86
$121.74
$0.00
$122.64
$62.43
$90.61

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

4533
45330
45331
45332
45333
45334
45335
45337
45338
45339

4534
45340
45341
45342
45345
45355
45360
45365
45378
45379
45380
45381
45382
45383
45384
45385
45386
45387
45391
45392

4541

4542

4543

4549

4550
45500
45505

4551

4552
45520

L'}

- -
-

-

bt I

Procedure Code Description

LOCAL EXCIS SM BOWEL NEC
SIGMIDOSCOPY, FLEXIBLE FIBER
SIGMOIDOSCOPY, FLEX FIBEROPT
SIGMOIDOSCOPY, FLEXIBLE FIBE
SIGMOIDOSCOPY, FLEX FIBEROPT

WITH CONTROL OF BLEEDING, AN
SIGMOIDOSCOPY, FLEXIBLE; W/DIRECTED
WITH DECOMPRESSION OF VOLVUL
W/REMOVAL OF TUMORS,POLYPS,
W/ABLATION OF TUMORS,POLYPS,
DESTR SM BOWEL LES NEC
SIGMOIDOSCOPY, FLEXIBLE; W/DILATION
SIGMOIDOSCOPY

SIGMOIDOSCOPY W/ULTRASOUND
SIGMOIDOSCOPY

COLONOSCOPY,RIGID OR FLEXIBL
COLONOSCOPY

COLONOSCOPY

COLONOSCOPY

COLONOSCOPY DIAGNOSTIC W/REM
COLONOSCOPY

COLONOSCOPY, FLEXIBLE; PROXIMAL TO
COLONSCOPY W/CONTROL OF HEMO
W/ABLATION OF TUMORS,POLYPS,
COLONOSCOPY WITH REMOVAL OF
COLONSCOPY W/REMVL OF TUMOR,
COLONOSCOPY, FLEXIBLE, PROXIMAL
COLONOSCOPY W/STENT
COLONOSCOPY, FLEXIBLE, PROXIMAL TO
COLONOSCOPY, FLEXIBLE, PROXIMAL TO
LOCAL EXCISION LG BOWEL

ENDOSC COLON POLYPECTOMY
ENDOSCOPIC DESTRUCTION OF LESION O
DESTRUC LG BOWEL LES NEC

INTEST SEG ISOLAT NOS
PROCTOPLASTY

PROCTOPLASTY

SM BOWEL SEGMENT ISOLAT

LG BOWEL SEGMENT ISOLAT
SCLEROSING SOLUTION, RECTAL

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
10/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005

Allowed
Amount

$0.00
$98.86
$121.27
$210.40
$196.39
$138.18
$126.25
$119.73
$243.81
$235.65
$0.00
$285.17
$143.49
$211.43
$155.39
$173.74
$290.52
$310.56
$427.06
$445.78
$470.05
$342.17
$550.47
$547.65
$495.14
$532.70
$643.62
$303.63
$268.91
$341.68
$0.00
$0.00
$0.00
$0.00
$0.00
$412.70
$409.46
$0.00
$0.00
$45.96

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

45540
45541
45550
45560
45562
45563
4561
4562
4563
4571
4572
4573
4574
4575
4576
4579
458
45800
45805
45811
45820
45825
4590
45900
45905
4591
45910
45915
4592
4593
4594
4595
45999
4601
4602
46020
4603
46030
4604
46040

L'}

- -
-

-

bt I

Procedure Code Description

PROCTOPEXY

PROCTOPEXY

PROCTOPEXY

REPAIR OF RECTOCELE (SEPARAT
EXPLORATION, REPAIR, DRAINAG
EXPLORATION,REPAIR,DRAINAGE
MULT SEG SM BOWEL EXCIS
PART SM BOWEL RESECT NEC
TOTAL REMOVAL SM BOWEL
MULT SEG LG BOWEL EXCIS
CECECTOMY

RIGHT HEMICOLECTOMY
TRANSVERSE COLON RESECT
LEFT HEMICOLECTOMY
SIGMOIDECTOMY

PART LG BOWEL EXCIS NEC

TOT INTRA-ABD COLECTOMY
CLOSURE, FISTULA, RECTOVESIC
CLOSURE, FISTULA, RECTOVESIC
EXT DRAINAGE, PSEUDOCYS OF PANCREA
CLOSURE, FISTULA RECTOURETHR
CLOSURE, FISTULA RECTOURETHR
INTESTINAL ANASTOM NOS
REDUCTION, PROCIDENTIA
DILATION OF ANAL SPHINCTER U
SM-TO-SM BOWEL ANASTOM
DILATION OF RECTAL STRICTURE
REMOVAL OF FECAL IMPACTION O
SM BOWEL-RECT STUMP ANAS
SMALL-TO-LARGE BOWEL NEC
LG-TO-LG BOWEL ANASTOM

SM BOWEL-ANUS ANASTOMOS
UNLISTED PROCEDURE, RECTUM
SM BOWEL EXTERIORIZATION
RESECT EXT SEG SM BOWEL
PLACEMENT OF SETON

LG BOWEL EXTERIORIZATION
REMOVAL, SETON

RESECT EXT SEG LG BOWEL
DRAINAGE, ABSCESS, PERIRECTA

For Informational Purposes Only!

Price
Effective Allowed Technical
Date Amount Component
07/01/2005 $877.22 0.0%
07/01/2005 $730.61 0.0%
07/01/2005 $1,200.29 0.0%
07/01/2005 $596.30 0.0%
07/01/2005 $823.04 0.0%
07/01/2005 $1,253.07 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $932.28 0.0%
07/01/2005 $1,128.93 0.0%
07/01/2005 $290.68 0.0%
07/01/2005 $968.94 0.0%
07/01/2005 $1,131.58 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $131.41 0.0%
07/01/2005 $487.83 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $685.10 0.0%
07/01/2005 $277.59 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
09/01/1982 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $210.45 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $142.05 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $371.29 0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

46045
46050
46060
46070
46080
46083
4610
4611
4613
4614
4620
46200
4621
46210
46211
4622
46220
46221
4623
46230
4624
46250
46255
46257
46258
46260
46261
46262
46270
46275
46280
46285
46288
4631
4632
46320
4639
4640
4641
4642

L'}

- -
-

-

bt I

Procedure Code Description

DRAINAGE, ABSCESS, TRANSANAL
DRAINAGE, ABSCESS, PERIANAL
DRAINAGE, ABSCESS, INTRAMURA
INCISION, ANAL SEPTUM
SPHINCTEROTOMY

INCISION OF THROMBOSE HEMORR
COLOSTOMY NOS

TEMPORARY COLOSTOMY
PERMANENT COLOSTOMY

DELAY OPENING COLOSTOMY
ILEOSTOMY NOS

FISSURECTOMY

TEMPORARY ILEOSTOMY
CRYPTECTOMY

CRYPTECTOMY

CONTINENT ILEOSTOMY
PAPILLECTOMY
HEMORRHOIDECTOMY

PERMANENT ILEOSTOMY NEC
EXCISION, HEMORRHOID TAGS
DELAY OPENING ILEOSTOMY
HEMORRHOIDECTOMY
HEMORRHOIDECTOMY
HEMORRHOIDECTOMY W/FISSURECT
HEMORRHOIDECTOMY W/FISTULECT
HEMORRHOIDECTOMY
HEMORRHOIDECTOMY INTERNAL/EX
HEMORRHOIDECTOMY COMPLEX W/F
FISTULECTOMY

FISTULECTOMY

FISTULECTOMY

FISTULECTOMY

CLOSURE ANAL FISTULA W/ADVAN
DELAY OPENING ENTEROSTOM
PERCUTANEOUS ENDOSCOPIC IEJUNOST
ENUCLEATION, HEMORRHOID
ENTEROSTOMY NEC

INTEST STOMA REVIS NOS

SM BOWEL STOMA REVISION
PERICOLOST HERNIA REPAIR

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
10/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$257.96
$166.36
$340.84
$186.39
$219.67
$210.42
$0.00
$0.00
$0.00
$0.00
$0.00
$261.03
$0.00
$269.95
$323.89
$0.00
$102.31
$135.06
$0.00
$241.16
$0.00
$332.53
$387.95
$308.28
$327.03
$375.23
$406.10
$427.62
$313.22
$325.04
$350.91
$294.79
$408.02
$0.00
$0.00
$192.59
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

4643
4650
46500
4651
4652
4660
46600
46604
46606
46608
4661
46610
46611
46612
46614
46615
4662
4663
4664
46700
46705
46706
4671
46715
46716
4672
4673
46730
46735
4674
46740
46742
46744
46746
46748
4675
46750
46751
46753
46754

L'}

- -
-

-

bt I

Procedure Code Description

LG BOWEL STOMA REVIS NEC
INTEST STOMA CLOSURE NOS
SCLEROSING HEMORRHOIDS

SM BOWEL STOMA CLOSURE

LG BOWEL STOMA CLOSURE
INTESTINAL FIXATION NOS
ANOSCOPY W-W/O COLLECTION OF
ANOSCOPY FOR DILATION DIRECT
ANOSCOPY FOR BIOPSY
ANOSCOPY FOR REMOVAL OF FB
SM BOWEL-ABD WALL FIXAT
ANOSCOPU FOR REMOVAL OF POLY
W/REMOVAL OF SINGLE TUMOR,PO
ANOSCOPY FOR MULTI POLYP REM
ANOSCOPY W/COAGULATION FOR C
W/ABLATION OF TUMORS,POLYPS,
SMALL BOWEL FIXATION NEC

LG BOWEL-ABD WALL FIXAT

LARGE BOWEL FIXATION NEC
ANOPLASTY

ANOPLASTY INFANT

REPAIR OF ANAL FISTULA W/ FIBRIN
DUODENAL LACERAT SUTURE
REPAIR CONGENTIAL ANO-VAGINA
W/TRANSPOSITION OF ANOPERINE
DUODENAL FISTULA CLOSURE
SMALL BOWEL SUTURE NEC
REPAIR OF HIGH IMPERFORATE A
COMBINED TRANSABDOMINAL AND
CLOSE SM BOWEL FIST NEC
ANORECTOPLASTY

COMBINED TRANSABODMINAL AND
REPAIR OF CLOACAL ANOMALY BY
REPAIR CLOACAL ANOMALY BY AN
W/VAGINAL LENGTHENING BY INT
SUTURE LG BOWEL LACERAT
SPHINCTEROPLASTY
SPHINCTEROPLASTY

GRAFT FOR RECTAL INCONTINENC
REMOVAL THIERSCH WIRE OR SUT

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$0.00
$155.58
$0.00
$0.00
$0.00
$45.81
$81.50
$59.17
$116.52
$0.00
$97.93
$136.26
$175.04
$137.66
$158.81
$0.00
$0.00
$0.00
$496.73
$411.41
$124.32
$0.00
$420.45
$832.18
$0.00
$0.00
$1,404.67
$1,718.00
$0.00
$1,598.76
$1,941.52
$2,687.90
$3,039.08
$3,338.34
$0.00
$572.79
$532.78
$445.42
$258.36

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

4676
46760
46761
46762

4679

4680

4681

4682
46820

4685
46900

4691
46910
46916
46917

4692
46920
46922
46924

4693
46934
46935
46936
46937
46938

4694
46940
46942
46945
46946
46947

4695

4696

4697

4699
46999

470

47000
47001

4701

Wiy
.i

bt I

Procedure Code Description

CLOSE LG BOWEL FISTULA
SPHINCTEROPLASTY

LEVATOR MUSCLE IMBRICATION
IMPLANTATION ARTIFICIAL SPHI
REPAIR OF INTESTINE NEC
INTRA-AB BOWEL MANIP NOS
INTRA-ABD SM BOWEL MANIP
INTRA-ABD LG BOWEL MANIP
COMPLEX OR MULTIPLE

DILATION OF COLON
CONDYLOMATA DESTRUCTION
MYOTOMY OF SIGMOID COLON
CONDYLOMATA DESTRUCTION
DESCTRUCTION OF LESION(S) AN
DESTRUCTION OF LESIONS ANUS
MYOTOMY OF COLON NEC
CONDYLOMATA DESTRUCTION
DESTRUCTION OF LESION, SURGI
DESTRUCTION LESION,ANUS, EXT
REVISE SM BOWEL ANASTOM
CRYOSURGERY OF HEMORRHOIDS,
DESTRUCTION OF HEMORRHOIDS A
DESTRUCTION OF INTERNAL/EXTE

CRYOSURGERY OF RECTAL TUMOR;
CRYOSURGERY OF RECTAL TUMOR;

REVISE LG BOWEL ANASTOM
CURETTAGE/CAUTERIZATION OF A
CURETTAGE/CAUTERIZATION ANAL
LIGATION OF INTERNAL HEMORRH
LIGATION OF INTERNAL HEMORRH
HEMORRHOIDOPEXY BY STAPLING
LOCAL SM BOWEL PERFUSION
LOCAL LG BOWEL PERFUSION
TRANSPLANT OF INTESTINE
INTESTINAL OP NEC

UNLISTED PROCEDURE ANUS
APPENDECTOMY

BIOPSY, LIVER

BIOPSY LIVER PERC NEEDLE DON
LAPAROSCOPIC APPENDECTOMY

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
10/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
04/01/2001
11/01/1989
01/01/1976
11/01/1989
07/01/2005
07/01/2005
01/01/1997

Allowed
Amount

$0.00
$768.60
$740.39
$671.23
$0.00
$0.00
$0.00
$0.00
$115.47
$0.00
$187.35
$0.00
$195.32
$175.56
$245.55
$0.00
$55.11
$200.84
$261.83
$0.00
$349.70
$242.46
$358.57
$247.92
$380.47
$0.00
$201.20
$169.77
$202.75
$275.21
$303.77
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$346.05
$94.16
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 22222<Z2222Z2222Z222222Z2222Z2222Z2222Z2222Z2222Z2222Z2Z22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

47010
47011
47015
4709
471
47100
4711
47120
47122
47125
47130
47133
47135
47136
47143
47144
47145
47146
47147
4719
472
47300
47350
47360
47361
47362
47370
47371
47379
47380
47381
47382
47399
47400
47420
47425
47460
47480
47490
47500

L'}

- -
-

-

bt I

Procedure Code Description

HEPATOTOMY FOR DRAINAGE ABSC
HEPATOTOMY;DRAINAGE CYST,1-2
LAPAROTOMY W/HEPATIC PARASIT

OTHER APPENDECTOMY

LAPAROSCOPIC INCIDENTAL APPENDECTO
BIOPSY, LIVER

LAPAROSCOPIC INCIDENTAL APPENDECTO
HEPATECTOMY

HEPATECTOMY TRISEGMENTECTOMY
HEPATECTOMY RESECTION OF LIV
HEPATECTOMY RESECTION OF LIV
DONOR HEPATECTOMY COLD PRESERVAT
LIVER ALLOTRANSPLANTATION

LIVER ALLOTRANSPLANTATION; H
BACKBENCH STANDARD PREPARATION OF
BACKBENCH STANDARD PREPARATION OF
BACKBENCH STANDARD PREPARATION OF
BACKBENCH RECONSTRUCTION OF
BENCHMARK RECONSTRUCTION OF
OTHER INCIDENTAL APPENDECTOMY
DRAIN APPENDICEAL ABSC
MARSUPIALIZATION, CYST, LIVE
HEPATORRHAPHY

HEPATORRAPHY COMPLEX W/WO HE
MGMT LIVER HEMORRHAGE;;EXPLOR
MGMT LIVER HEMORRHAGE;RE-EXP
LAPAROSCOPY, SURGICAL
LAPAROSCOPY, SURGICAL

UNLISTED LIVER

ABLATION OPEN ONE OR MORE

ABLATION OPEN ONE OR MORE
ABULATION, ONE OR MORE LIVER
UNLISTED PROC, LIVER
HEPATICOTOMY/HEPATICOSTOMY
CHOLEDOCHOTOMY/CHOLEDOCHOSTO
CHOLEDOCHOTOMY/CHOLEDOCHOSTO
SPHINCTEROTOMY
CHOLECYSTOTOMY/CHOLECYSTOSTO
PERCUTANEOUS CHOLECYSTOSTOMY
CHOLANGIOGRAPHY INJ PROC

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
01/01/1997
11/01/1989
07/01/2005
01/01/1997
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/1991
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1997
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2001
07/01/2005
07/01/2005
07/01/2005
01/01/1976
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$905.06
$288.49
$831.37
$0.00
$0.00
$648.43
$0.00
$1,881.80
$2,846.53
$2,559.29
$2,759.59
$0.00
$4,513.28
$4,148.92
$4,513.28
$3,314.32
$3,657.47
$313.75
$366.02
$0.00
$0.00
$816.49
$1,039.01
$1,428.26
$2,411.55
$1,011.24
$900.81
$848.48
$0.00
$1,060.34
$1,048.04
$624.86
$0.00
$1,697.73
$1,059.23
$1,052.92
$977.87
$629.62
$519.51
$94.64

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z22Z2Z2<K<XK<LKXK<LK<LK<LK<Kzzzzzzz2zz2z222

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

47505
47510
47511
47525
47530
47550
47552
47553
47554
47555
47556
47560
47561
47562
47563
47564
47570
47579
47600
47605
47610
47611
47612
47620
47630
47700
47701
47711
47712
47715
47716
47720
47721
47740
47741
47760
47765
47780
47785
47800

L'}

- -
-

-

bt I

Procedure Code Description

CHOLANGIOGRAPHY INJ PROCEDUR
INTRO OF PERCUTANEOUS TRANSH
INTRO TRANSHEPATIC STENT INT
CHANGE OF PERCUTANEOUS BILIA
REVISION AND/OR REINSERTION
BILIARY ENDOSCOPY, INTRAOPER
BILIARY ENDOSCOPY PERCUTANEO
BILIARY ENDOSCOPY FOR BIOPSY
ENDOSCOPY W/REMOVAL OF STONE
BILIARY ENDOSCOPY FOR DILATI
BILIARY ENDOSCOPY,DILATIOBIL
LAPAROSCOPY CHOLANGIOGRAPHY
LAPAROSCOPY CHOLANGIOGRAPHY
LAPAROSCOPY CHOLECYSTECTOMY
LAPAROSCOPY CHOLECSTECTOMY
LAPAROSCOPY CHOLECYSTECTOMY

LAPAROSCOPY CHOLECYSTENTEROSTOM

LAPAROSCOPY

CHOLECYSTECTOMY
CHOLECYSTECTOMY
CHOLECYSTECTOMY
CHOLECYSTECTOMY

CHOLECYSTECTOMY W/CHOLEDOCHO

CHOLECYSTECTOMY

STONE EXTRACTION, BILIARY DU
EXPLORATION, BILE DUCT
PORTOENTEROSTOMY

EXCISION BILE DUCT TUMOR W/W
EXCISION BILE DUCT TUMOR W/W
EXCISION OF CHOLEDOCHAL CYST
ANASTOMOSIS,CHALEDOCHAL CYST
ANASTOMOSIS, GALL BLADDER
ANASTOMOSIS, GALL BLADDER
ROUX-EN-Y PROCEDURE
ROUX-EN-Y WITH GASTROENTEROS
ANASTOMOSIS, BILIARY DUCT
ANASTOMOSIS DIRECT OF INTRAH
ROUX-EN-Y PROCEDURE
ANASTOMOSIS, ROUX-EN-Y OF DU
RECONSTRUCTION, BILIARY DUCT

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2000
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$122.99
$600.75
$735.51
$314.41
$383.26
$149.90
$308.33
$323.19
$456.94
$382.51
$430.27
$247.46
$267.80
$590.07
$631.39
$745.47
$663.64
$0.00
$736.67
$790.50
$997.63
$1,031.81
$992.71
$1,084.24
$441.97
$878.26
$1,505.44
$1,239.85
$1,599.92
$1,001.49
$888.14
$883.84
$1,045.11
$1,012.76
$1,152.30
$1,376.63
$1,356.03
$1,408.06
$1,666.14
$1,256.60

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

47801
47802
47900
4791
4792
4799
47999
480
48000
48001
48005
48020
481
48100
48102
48120
48140
48145
48146
48148
48150
48152
48153
48154
48155
48160
48180
4821
4822
4823
4824
4825
4826
4829
4831
4832
4833
4834
4835
4836

L'}

- -
-

-

bt I

Procedure Code Description

PLACEMENT OF CHOLEDOCHAL STE
U-TUBE LEPATICOENTEROSTOMY
SUTURE EXTRAHEPATIC BILIARY
APPENDICOSTOMY

CLOSE APPENDICEAL FISTUL
APPENDICEAL OPS NEC

UNLISTED BILIARY TRACT PROC
PROCTOTOMY

DRAINAGE, PANCRRAS

WITH CHOLECYSTOSTOMY,GASTROS
RESECTION OR DEBRIDEMENT OF
REMOVAL, CALCULUS, PANCREAS
PROCTOSTOMY

BIOPSY OF PANCREAS, OPEN, AN
BIOPSY OF PANCREAS

EXCISION, LESION, PANCREAS
PANCREATECTOMY
PANCREATECTOMY
PANCREATECTOMY,DISTAL,NEAR-T
EXCISION OF AMPULLA OF VATER
PANCREATECTOMY

WITHOUT PANCREATOJEJUNOSTOMY
PANCREATECTOMY,PROXIMAL NEAR
WITHOUT PANCREATOJEJUNOSTOMY
PANCREATECTOMY TOTAL
PANCREATECTOMY
PANCREATICOJEJUNOSTOMY,SIDE
TRANSAB PROCTOSIGMOIDOSC
PROCTOSIGMOIDOSC THRU ST
RIGID PROCTSIGMOIDOSCOPY
ENDOSCOPIC RECTAL BIOPSY

OPEN BIOPSY OF RECTUM
PERIRECTAL TISSUE BIOPSY
RECT/PERIRECT DX OP NEC

RAD ELECTROCOAG-RECT LES
ELECTROCOAG RECT LES NEC
LASER DESTRUC RECTAL LES
CRYOSURG DESTR RECT LES
LOCAL EXCIS RECTAL LES

ENDOSCOPIC POLYPECTOMY OF RECTUM

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/1995

Allowed
Amount

$895.72
$1,192.57
$1,085.11
$0.00
$0.00
$0.00
$0.00
$0.00
$1,450.16
$1,807.36
$2,133.43
$835.82
$0.00
$692.23
$467.92
$849.29
$1,220.73
$1,285.12
$1,455.98
$955.94
$2,512.36
$2,334.59
$2,537.23
$2,350.38
$1,387.92
$1,690.14
$1,299.56
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 <2222Z2222Z2222Z2222Z2222Z2222Z2222Z2Z22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

48400
4841
4849

48495

485

48500

48510

48511

48520

48540

48545

48547
4861
4862
4863
4864
4865
4869
4871
4872
4873
4874
4875
4876
4879
4881
4882
4891
4892
4893
4899
48999
49000
49002
4901
49010
4902
49020
49021
4903

Wiy
.i

bt I

Procedure Code Description

INJECTION PROCEDURE FOR INTR
SOAVE SUBMUC RECT RESECT
PULL-THRU RECT RESEC NEC

REPAIR INITIAL INGUINAL HERNIA,UNDE

ABD-PERINEAL RECT RESECT
MARSUPIALIZATION CYST PANCRE
EXTERNAL DRAINAGE, PSEUDOCYS
EXTERNAL DRAINAGE OF PANCREAS
ANASTOMOSIS, PANCREATIC CYST
ROUX-EN-Y PROCEDURE
PANCREATORRHAPHY FOR TRAUMA
DUODENAL EXCLUSION W/GASTROJ
TRANSSAC RECTOSIGMOIDECT
ANT RECT RESECT W COLOST
ANTERIOR RECT RESECT NEC
POSTERIOR RECT RESECTION
DUHAMEL RECTAL RESECTION
RECTAL RESECTION NEC

SUTURE OF RECTAL LACER
CLOSURE OF PROCTOSTOMY
CLOSE RECTAL FIST NEC
RECTORECTOSTOMY

ABDOMINAL PROCTOPEXY
PROCTOPEXY NEC

REPAIR OF RECTUM NEC
PERIRECTAL INCISION

PERIRECTAL EXCISION

INCIS RECTAL STRICTURE
ANORECTAL MYOMECTOMY
REPAIR PERIRECT FISTULA

RECTAL PERIRECT OP NEC
UNLISTED PANCREAS PROCEDURE
LAPAROTOMY

REOPENING OF RECENT LAPAROTO
INCIS PERIANAL ABSCESS
RETROPERITONEAL EXPLORATION
PERIANAL INCISION NEC
DRAINAGE, PERITONITIS

DRAINAGE PERITONEAL ABSCESS,;
EXCIS PERIANAL SKIN TAG

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
01/01/1976
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989

Allowed
Amount

$94.80
$0.00
$0.00
$551.36
$0.00
$830.44
$780.74
$277.49
$834.45
$1,035.25
$977.25
$1,336.64
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$647.38
$598.55
$0.00
$697.30
$0.00
$1,222.85
$317.39
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

4904
49040
49041
49060
49061
49062
49080
49081
49085

4911

4912
49180
49200
49201

4921
49215

4922
49220

4923
49250
49255

4929

4931
49320
49321
49322
49323
49329

4939
49400

4941
49419

4942
49420
49421
49422
49423
49424
49425
49426

L'}

- -
-

-

bt I

Procedure Code Description

PERIANAL EXCISION NEC

DRAINAGE, ABSCESS, SUBPHRENI
DRAINAGE ABSCESS; PERCUTANEOUS
DRNG, ABSCESS, RETROPERITONE
DRAINAGE RETROPERITONEAL ABS
DRAINAGE LYMPHOCELE TO PERIT
PERITONEOCENTESIS
PERITONEOCENTESIS

REMOVAL OF PERITONEAL FOREIG

ANAL FISTULOTOMY

ANAL FISTULECTOMY

BIOPSY, ABDOMINAL/RETROPERIT
EXCISION, CYST, INTRA-ABDOMI
EXCISION, CYST, INTRA-ABDOMI
ANOSCOPY

EXCISION OF PRESACRAL OR SAC
PERIANAL BIOPSY

STAGING CELIOTOMY (LAPAROTOM
ANAL BIOPSY

UMBILECTOMY, OMPHALECTOMY, E
EXCISION, GREATER OMENTUM
ANAL/PERIAN DX PROC NEC
ENDOSCOPIC EXCISION OR DESTR OF LES
LAPAROSCOPY/PERITONEOSCOPY
LAPAROSCOPY/PERITONEOSCOPY
LAPAROSCOPY/PERITONEOSCOPY
LAPAROSCOPY/PERITONEOSCOPY
LAPAROSCOPY/PERITONEOSCOPY
OTHER LOCAL EXCISION OR DESTR OF LE
PNEUMOPERITONEUM

HEMORRHOID REDUCTION

INSERTION INTRAPERITONEAL CANNULA/
HEMORRHOID INJECTION
INTRAPERITONEAL CANNULA

INSERT INTRAPERITONEAL CANNU
REMOVE PERMANENT INTRAPERITO
EXCH ABSCESS, DRAIN CATHETER W/GUID
CONTRAST INJJASESSMENT CYST
PERITONEAL VENOUS SHUNT

REVISION OF PERITONEAL VENOU

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
10/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2000
10/01/1989
07/01/2005
03/01/1994
07/01/2005
03/01/1994
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$766.86
$347.67
$902.56
$334.06
$661.92
$200.43
$150.13
$675.02
$0.00
$0.00
$344.38
$602.93
$854.58
$0.00
$1,763.86
$0.00
$825.62
$0.00
$489.72
$641.54
$0.00
$0.00
$294.49
$305.51
$332.23
$495.47
$0.00
$0.00
$96.76
$0.00
$358.62
$0.00
$114.65
$344.27
$335.97
$76.95
$42.76
$655.79
$567.50

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

49427
49428
49429
4943
49430
4944
49440
4945
4946
4947
4949
49491
49492
49495
49496
49500
49501
49505
49506
49507
4951
4952
49520
49521
49525
49540
49550
49551
49553
49555
49557
49560
49561
49565
49566
49568
49570
49572
49580
49582

L'}

- -
-

-

bt I

Procedure Code Description

INJ PROCEDURE FOR EVALUATION
LIGATION OF PERITONEAL-VENOU
REMOVAL OF PERITONEAL-VENOUS
HEMORRHOID CAUTERIZAT
PNEUMOGRAPHY INJECTION PROC
HEMORRHOID CRYOTHERAPY
PNEUMOGRAPHY INJECTION PROC
HEMORRHOID LIGATION
HEMORRHOIDECTOMY
HEMORRHOID EVACUATION
HEMORRHOID PROCEDURE NEC
INGUINAL HERNIA REPAIR

INGUINAL HERNIA REPAIR

HERNIA REPAIR-INITIAL INGUIN
INCARCERATED OR STRANGULATED
REPAIR INITIAL INGUINAL HERN
HERNIA REPAIR DIGESTIVE SYST
REPAIR INITIAL INGUINAL HERN
HERNIA REPAIR DIGESTIVE SYSTEM
INCARCERATED OR STRANGULATED
LEFT LAT SPHINCTEROTOMY

POST SPHINCTEROTOMY

REPAIR RECURRENT INGUINAL HE
INCARCERATED OR STRANGULATED
REPAIR INGUINAL HERNIA

HERNIA REPAIR DIGESTIVE SYST
REPAIR INITIAL FEMORAL HERNI
HERNIA REPAIR DIGESTIVE SYSTEM
HERNIA REPAIR DIGESTIVE SYST
REPAIR RECURRENT FEMORAL HER
INCARCERATED OR STRANGULATED
REPAIR INITIAL INC ISIONAL H
INCARCERATED OR STRANGULATED
REPAIR RECURRENT INCISIONAL
INCARCERATED OR STRANGULATED
IPLANTATION OF MESH OR OTHER
REPAIR EPIGASTRIC HERNIA
INCARCERATED OR STRANGULATED
REPAIR UMBILICAL HERNIA-UNDE
INCARCERATED OR STRANGULATED

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
03/01/1994
07/01/2005
03/01/1994
07/01/2005
03/01/1994
03/01/1994
03/01/1994
03/01/1994
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$49.45
$329.11
$398.53
$0.00
$61.75
$0.00
$49.38
$0.00
$0.00
$0.00
$0.00
$605.60
$742.52
$344.98
$528.94
$320.62
$486.17
$436.75
$601.07
$563.47
$0.00
$0.00
$543.37
$643.17
$486.20
$577.11
$474.68
$831.48
$518.52
$514.57
$603.78
$636.62
$757.14
$641.90
$765.35
$243.35
$330.91
$385.00
$254.24
$415.61

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

49585
49587
4959
49590
496
49600
49605
49606
49610
49611
49650
49651
49659
4971
4972
4973
4974
4975
4976
4979
49900
49904
49905
49906
4991
4992
4993
4994
4995
4999
49999
500
50010
50020
50021
50040
50045
50060
50065
50070

L'}

- -
-

-

bt I

Procedure Code Description

REPAIR UMBILICAL HERNIA, AGE
INCARCERATED OR STRANGULATED
ANAL SPHINCTEROTOMY NEC
HERNIA REPAIR DIGESTIVE SYST
EXCISION OF ANUS

REPAIR OF SM OMPHALOCELE,WIT
REPAIR OF LG OMPHALOCELE OR
W/REMOVAL OF PROSTHESIS,FINA
REPAIR, OMPHALOCELE

REPAIR OMPHALOLELE SECOUND S
LAPAROSCOPY INGUINAL HERNIA
LAPAROSCOPY INGUINAL HERNIA
LAPAROSCOPY

SUTURE ANAL LACERATION

ANAL CERCLAGE

CLOSURE OF ANAL FISTULA
GRACILIS MUSC TRANSPLAN
IMPLANTATION OR REVISION OF
REMOVAL OF ARTIFICIAL SPHINCTER
ANAL SPHINCT REPAIR NEC
SUTURE, ABDOMINAL WALL
OMENTAL FLAP, EXTRA-ABDOMINAL
OMENTAL FLAP (LIST SEPARATEL
FREE OMENTAL FLAP W/MICROVAS
INCISION OF ANAL SEPTUM

INSERT SUBQ ANAL STIMUL

ANAL INCISION NEC

REDUCTION ANAL PROLAPSE
CONTROL ANAL HEMORRHAGE
ANAL OPERATION NEC

UNLISTED PROC, ABDOMEN ETC.
HEPATOTOMY

RENAL EXPLORATION

DRAINAGE, ABSCESS, RENAL
DRAIN PERIRENAL/RENAL ABSCESS
NEPHROSTOMY

NEPHROTOMY

NEPHROLITHOTOMY
NEPHROLITHOTOMY
NEPHROLITHOTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2000
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/2002
10/01/2002
11/01/1989
07/01/2005
07/01/2005
07/01/2005
01/01/1997
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$371.03
$425.08
$0.00
$484.79
$0.00
$623.37
$3,798.74
$1,027.82
$618.93
$549.61
$347.44
$457.38
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$689.24
$1,225.78
$327.57
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$643.17
$995.32
$469.75
$934.45
$858.25
$1,046.75
$1,117.67
$1,106.69

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

50075
50080
50081
50100
5011
5012
50120
50125
50130
50135
50180
50182
50186
5019
50200
50205
5021
5022
50220
50225
50230
50234
50236
50240
50250
50280
5029
50290
503
50300
50320
50323
50325
50327
50328
50329
50340
50360
50365
50370

L'}

- -
-

-

bt I

Procedure Code Description

NEPHROLITHOTOMY
PERCUTANEOUS NEPHROSTOLITHOT
PERCUTANEOUS NEPHROSTOLITHOT
TRANSECTION RENAL VESSELS
PERCUTAN LIVER BIOPSY

OPEN BIOPSY OF LIVER

PYELOTOMY

PYELOSTOMY

PYELOLITHOTOMY

PYELOTOMY

AERSOL MASK, USED W/DME NEBULIZER
WATER,DISTILLED,USE W/LG VOL NEB 10

CHIN STRAP, USE W/CPAP
HEPATIC DX PROC NEC
BIOPSY, RENAL

BIOPSY, RENAL
MARSUPIALIZAT LIVER LES
PARTIAL HEPATECTOMY
NEPHRECTOMY
NEPHRECTOMY
NEPHRECTOMY
NEPHRECTOMY
NEPHRECTOMY
NEPHRECTOMY

ABLATION, OPEN, ONE OR MORE
EXCISION, CYST, KIDNEY
DESTRUC HEPATIC LES NEC
EXCISION, CYST, PERINEPHRIC
HEPATIC LOBECTOMY

DONOR NEPHRECTOMY FROMN CADAVER

OPEN FROM LIVING DONOR

BACKBENCH STANDARD PRESENTATION O
BACKBENCH STANDARD PREPARATION OF

BACKBENCH RECONSTRUCTION OF
BACKBENCH RECONSTRUCTION OF
BACKBENCH RECON OF CADAVER
RECIPIENT NEPHRECTOMY

RENAL HOMOTRANSPLANTATION WO
RENAL HOMOTRANSPLANTATION W/
REMOVAL OF TRANSPLANTED HOMO

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2006
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,357.46
$909.43
$1,246.66
$917.80
$0.00
$0.00
$886.61
$927.27
$946.50
$1,039.89
$2.05
$0.43
$18.25
$0.00
$128.55
$639.68
$0.00
$0.00
$945.35
$1,091.37
$1,179.71
$1,196.25
$1,393.48
$1,256.62
$982.11
$869.12
$0.00
$830.93
$0.00
$621.53
$1,194.74
$621.53
$1,194.74
$203.99
$178.54
$170.54
$765.94
$1,779.70
$2,092.64
$843.28

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 XK <KXKZKLK<LK<LKK<KZ2Z22z2zZ22222222222222<<<X<<<zZ2z2zz2zz2zz2zz22z222

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

50380
50390
50391
50392
50393
50394
50395
50396
50398
504
50400
50405
50420
50500
5051
50520
50525
50526
50540
50541
50542
50543
50544
50545
50546
50547
50548
50549
50551
50553
50555
50557
50561
50562
50570
50572
50574
50575
50576
50580

L'}

- -
-

-

bt I

Procedure Code Description

RENAL AUTOTRANSPLANTATION RE
ASPIRATION, RENAL CYST

INSTALLATION OF THERAPEUTIC AGENT
CATHETER, RENAL PELVIS

INTRO URETERAL CATH OR STENT
PYELOGRAPHY INJECTION PROC

INTRO OF GUIDE INTO RENAL PE
MANOMETRIC STUDIES, KINDEY

CHANGE NEPHROSTOMY TUBE

TOTAL HEPATECTOMY

PYELOPLASTY

PYELOPLASTY

NEPHROPEXY

NEPHRORRHAPHY

AUXILIARY LIVER TRANSPL

CLSR, FISTULA NEPHROCUTANEOU
CLSR, FISTULA NEPHROVISCERAL

CLSR, FISTULA NEPHROVISCERAL
SYMPHYSIOTOMY

LAPAROSCOPY ABLATION OF RENAL
LAPAROSCOPY, SURGICAL; ABLATION OF
LAPAROSCOPY, SURGICAL; PARTIAL NEPH
LAPAROSCOPY PYELOPLASTY
LAPAROSCOPIC RADICAL

LAPAROSCOPY NEPHRECTOMY

DONOR NEPHRECTOMY LIVING DONOR
LAPAROSCOPY, NEPHROURETEROECTOM
LAPAROSCOPY

ENDOSCOPY, RENAL

ENDOSCOPY, RENAL

ENDOSCOPY, RENAL

ENDOSCOPY, RENAL

ENDOSCOPY, RENAL

RENAL ENDOSCOPY; WITH RESECTION OF
ENDOSCOPY, RENAL

ENDOSCOPY, RENAL

ENDOSCOPY, RENAL

RENAL ENDOSCOPY WITH ENDOPYE
ENDOSCOPY, RENAL

ENDOSCOPY, RENAL

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/1991
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2000
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,226.80
$94.64
$130.73
$163.36
$200.56
$113.93
$163.21
$106.44
$88.83
$0.00
$1,056.26
$1,278.87
$921.62
$1,106.48
$0.00
$1,032.96
$1,268.47
$1,384.98
$1,084.90
$818.26
$974.94
$1,231.55
$1,130.63
$1,210.57
$1,039.67
$1,327.53
$1,225.86
$0.00
$370.39
$758.54
$905.98
$913.36
$885.80
$517.22
$460.63
$500.51
$536.35
$674.78
$531.17
$572.79

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

<

2 2222222222222 22222Z2222Z2Z222Z2Z<K2Z222zZ222zZ2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 131 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

5059
50590
50600
50605

5061
50610
50620
50630
50650
50660
50684
50686
50688

5069
50690
50700
50715
50722
50725
50727
50728
50740
50750
50760
50770
50780
50782
50783
50785
50800
50810
50815
50820
50825
50830
50840
50845
50860
50900

5091

Wiy
.i

bt I

Procedure Code Description

LIVER TRANSPLANT NEC
LITHOTRIPSY,EXTRACORPOREAL S
URETEROTOMY

URETEROTOMY FOR INSERTION OF
CLOSURE LIVER LACERAT
URETEROLITHOTOMY
URETEROLITHOTOMY
URETEROLITHOTOMY
URETERECTOMY

URETERECTOMY
URETEROGRAPHY INJECTION
MANOMETRIC STUDIES, URETER
URETEROSTOMY TUBE CHANGE
LIVER REPAIR NEC
URETEROPYELOGRAPHY INJ PROC
URETEROPLASTY

URETEROLYSIS

URETEROLYSIS

URETEROLYSIS

REVISION URINARY-CUTANEOUS A
REVISION URINARY-CUTANEOUS A
URETEROPYELOSTOMY
URETEROCALYCOSTOMY
URETEROURETEROSTOMY
TRANSURETEROURETEROSTOMY
URETERONEOCYSTOSTOMY
ANASTOMOSIS OF DUPLICATED UR
WITH EXTENSIVE URETERAL TAIL
URETERONEOCYSTOSTOMY
URETEROENTEROSTOMY
URETEROSIGMOIDOSTOMY
URETEROCOLON CONDUIT, INCLUD
URETEROILEAL CONDUIT
CONTINENT DIV,INC BOWEL ANAS
URINARY UNDIVERSION
REPLACEMENT, URETER

CUTANEOUS APPENDICO VESICOSTOMY

URETEROSTOMY
URETERORRHAPHY
PERCUTAN LIVER ASPIRAT

For Informational Purposes Only!

Price
Effective
Date

10/01/1991
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989

Allowed
Amount

$0.00
$693.01
$887.79
$870.45
$0.00
$893.00
$844.66
$834.26
$966.90
$1,069.89
$524.00
$223.72
$101.32
$0.00
$551.32
$863.36
$1,119.68
$958.53
$1,042.36
$519.72
$718.92
$1,009.40
$1,071.03
$1,019.79
$1,069.57
$1,013.40
$1,117.28
$1,134.93
$1,120.04
$870.36
$1,158.29
$1,128.06
$1,222.00
$1,552.72
$1,693.30
$1,133.61
$1,111.82
$866.27
$775.05
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

<

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

5092
50920
5093
50930
5094
50940
50945
50947
50948
50949
50950
50951
50952
50953
50954
50955
50956
50957
50958
50960
50961
50970
50972
50974
50976
50980
5099
51000
51005
5101
51010
5102
51020
5103
51030
5104
51040
51045
51050
51060

L'}

- -
-

-

bt I

Procedure Code Description

EXTRACORPOR HEPAT ASSIS
CLSR, FISTULA URETEROCUTANOU

LOCAL PERFUSION LIVER

CLSR, FISTULA URETEROVISCERA

HEPATIC INJECTION NEC
DELIGATION, URETER
LAPAROSCOPY

LAPAROSCOPIC URETERONECYSTOSTOMY
LAPAROSCOPIC URETERONEOCYSTOSTOM

UNLISTED LAPAROSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
URETERAL ENDOSCOPY
LIVER OPERATION NEC
ASPIRATION, BLADDER
ASPIRATION, BLADDER

PERCUTAN ASPIRATION GB

ASPIRATION, BLADDER

TROCAR CHOLECYSTOSTOMY
CYSTOTOMY/CYSTOSTOMY

CHOLECYSTOSTOMY NEC

CYSTOTOMY/CYSTOSTOMY

CHOLECYSTOTOMY NEC

CYSTOTOMY/CYSTOSTOMY
CYSTOTOMY/CYSTOSTOMY

CYSTOLITHOTOMY

TRANSVESICAL URETEROLITHOTOM

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2001
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$807.55
$0.00
$1,059.32
$0.00
$820.07
$878.03
$1,306.13
$1,193.89
$0.00
$130.24
$390.96
$150.25
$777.82
$150.25
$946.91
$160.30
$900.19
$180.33
$160.30
$996.11
$345.12
$338.35
$444.12
$437.13
$331.34
$0.00
$96.02
$149.46
$0.00
$277.22
$0.00
$438.09
$0.00
$449.82
$0.00
$310.92
$450.75
$430.78
$544.06

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

51065
51080
5110
5111
5112
5113
5114
5115
5119
5121
5122
5123
5124
5131
5132
5133
5134
5135
5136
5137
5139
5141
5142
5143
5149
51500
5151
51520
51525
51530
51535
51550
51555
51565
51570
51575
51580
51585
5159
51590

L'}

- -
-

-

bt I

Procedure Code Description

CYSTOTOMY

DRAINAGE, ABSCESS, PERIVESIC
ENDOSCOPIC RETROGRADE CHOLANGIOPA
BILIARY TRACT ENDOSCOPY

PERCUT BILIARY TRACT BX

BILIARY TRACT BX NEC

OTHER CLOSED ENDOSCOPIC BIOPSY OF B
PRESSURE MEASUREMENT OF SPHINCTER
BILIARY TR DX PROC NEC

PARTIAL CHOLECYSTECTOMY

TOTAL CHOLECYSTECTOMY
LAPAROSCOPIC CHOLECYSTECTOMY
LAPAROSCOPIC PARTIAL CHOLECYSTECTO
GB-TO-HEPAT DUCT ANAST
GB-TO-INTESTINE ANASTOM
GB-TO-PANCREAS ANASTOM
GB-TO-STOMACH ANASTOMOS
GALLBLADDER ANASTOM NEC
CHOLEDOCHOENTEROSTOMY

HEPATIC DUCT-GI ANASTOM

BILE DUCT ANASTOMOS NEC

CDE FOR CALCULUS REMOV

CDE FOR OBSTRUCTION NEC
CHOLEDOCHOHEPAT INTUBAT

INCIS OBSTR BILE DUC NEC

EXCISION, CYST, URACHAL

COMMON DUCT EXPLORATION
CYSTOTOMY

CYSTOTOMY

CYSTOTOMY

CYSTOTOMY

CYSTECTOMY

CYSTECTOMY
URETERONEOCYSTOSTOMY
CYSTECTOMY

CYSTECTOMY

CYSTECTOMY

CYSTECTOMY

BILE DUCT INCISION NEC

CYSTECTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
10/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/1989
10/01/1989
11/01/1989
11/01/1989
06/01/2001
06/01/2001
01/01/1997
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005

Allowed
Amount

$528.36
$408.15
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$583.59
$0.00
$564.92
$787.52
$718.54
$740.73
$869.55
$1,152.50
$1,187.57
$1,317.72
$1,637.33
$1,682.91
$1,880.59
$0.00
$1,741.06

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

51595
51596
51597
51600
51605
5161
51610
5162
5163
5164
5169
51700
51701
51702
51703
51705
5171
51710
51715
5172
51720
51725
51726
51736
51741
51772
51784
51785
5179
51792
51795
51797
51798
51800
5181
5182
51820
5183
5184
51840

L'}

- -
-

-

bt I

Procedure Code Description

CYSTECTOMY

CYSTECTOMY;U SEG SM/LG BOWEL
PELVIC EXENTERATION COMPLETE
CYSTOGRAPHY, INJECTION PROC
URETHROCYSTOGRAPHY, INJ PROC
EXCIS CYST DUCT REMNANT
URETHROCYSTOGRAPHY, INJ PROC
EXCIS AMPULLA OF VATER

COMMON DUCT EXCIS NEC
ENDOSCOPIT EXCISION OF LESION OF BI
BILE DUCT EXCISION NEC

BLADDER IRRIGATION

INSERTION NON-INDWELLING BLADDER
INSERTION OF TEMPORARY INDWELLING
INSERTION TEMP. INDWELLING BLADDER
CYSTOSTOMY TUBE CHANGE

SIMPLE SUT-COMMON DUCT
CYSTOSTOMY TUBE CHANGE
ENDOSCOPIC INJECTION OF IMPL
CHOLEDOCHOPLASTY

BLADDER INSTILLATION
CYSTOMETROGRAM

COMPLEX CYSTOMETROGRAM
UROFLOWMETRIC EVALUATION
COMPLEX UROFLOWMETRY

URETHRAL PRESSURE PROFILE ST
ELECTROMYOGRAPHY ANAL/URETHR
NEEDLE ELECTROMYOGRAPHY STD
BILE DUCT REPAIR NEC

STIMULUS EVOKED RESPONSE

VOIDING PRESSURE STUDIES;BLA
VOIDING PRESSURE STUDIES,INT
MEASUREMENT POST-VOIDING RESIDUAL
CYSTOPLASTY

SPHINCTER OF ODDI DILAT

PANCREAT SPHINCTEROTOM
CYSTOURETHROPLASTY

PANCREAT SPHINCTEROPLAS
ENDOSCOPIC DILATION OF AMPULLA & BI
URETHROPEXY/VESICOURETHROPEX

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
10/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
10/01/1989
07/01/2005

Allowed
Amount

$1,957.19
$2,091.68
$2,022.40
$214.32
$576.14
$0.00
$573.58
$0.00
$0.00
$0.00
$0.00
$76.18
$51.17
$79.89
$112.40
$108.80
$0.00
$223.99
$285.63
$0.00
$128.22
$252.21
$217.85
$58.21
$106.42
$217.07
$168.40
$171.51
$0.00
$153.25
$218.20
$220.97
$16.39
$965.16
$0.00
$0.00
$1,030.86
$0.00
$0.00
$628.68

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
15.0%
17.0%
12.0%
10.0%
17.0%
16.0%
19.0%
0.0%
46.0%
31.0%
19.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
85.0%
83.0%
88.0%
90.0%
83.0%
84.0%
81.0%
0.0%
54.0%
69.0%
81.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 135 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

51841
51845
5185
5186
51860
51865
5187
5188
51880
5189
51900
5191
5192
51920
51925
5193
5194
51940
5195
5196
51960
5198
51980
5199
51990
51992
52000
52001
52005
52007
5201
52010
5209
5211
5212
5213
5214
5219
52204
5221

Wiy
.i

bt I

Procedure Code Description

URETHROPEXY/VESICOURETHROPEX
ABDOMINO-VAGINAL VESICAL NEC
ENDOSCOPIC SPHINCTEROTOMY & PAPIL
ENDOSCOPIC INSERTION OF NASOBILIARY
CYSTORRHAPHY

CYSTORRHAPHY

ENDOSCOPIC INSERTION OF STENT TUBE
ENDOSCOPIC REMOVAL OF STONES FROM
CLOSURE, CYSTOSTOMY

SPHINCT OF ODDI OP NEC
VESICOVAGINAL FISTULA CLOSUR

REPAIR GB LACERATION

CLOSURE CHOLECYSTOSTOMY

CLOSURE OF VESICOUTERINE FIS
CLOSURE VESICOUTERINE FISTUL

CLOS BILIARY FISTUL NEC

REVIS BILE TRACT ANASTOM

CLOSURE OF BLADDER EXTROPHY
REMOVE BILE DUCT PROSTH

PERC EXTRAC COM DUC CALC
ENTEROCYSTOPLASTY, INCLUDE B
PERCUT OP BILIARY NEC

CUTANEOUS VESICOSTOMY

BILIARY TRACT OP NEC

LAPAROSCOPY URETHRAL
LAPAROSCOPY SLING OPERATION
CYSTOSCOPY/URETHROSCOPY
CYSTOURETHROSCOPY W/ IRRIGATION
CYSTOSCOPY/URETHROSCOPY
CYSTOURETHROSCOPY W/URETER C
CATH DRAIN-PANCREAT CYST
CYSTOSCOPY/URETHROSCOPY
PANCREATOTOMY NEC

PANCREATIC NEEDLE BIOPSY
PANCREATIC BIOPSY NEC

ENDOSCOPIC RETROGRADE PANCREATOGR
CLOSED EDOSCOPIC BIOPSY OF PANCREA
PANCREATIC DX PROC NEC
CYSTOSCOPY/URETHROSCOPY
ENDOSCOPIC EXCISION OF LESION OF PA

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
10/01/1989
10/01/1989
07/01/2005
07/01/2005
10/01/1989
10/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
10/01/1989
10/01/1989
11/01/1989
07/01/2005
10/01/1989

Allowed
Amount

$771.12
$589.43
$0.00
$0.00
$709.85
$854.75
$0.00
$0.00
$483.09
$0.00
$756.55
$0.00
$0.00
$693.49
$906.71
$0.00
$0.00
$1,601.34
$0.00
$0.00
$1,296.19
$0.00
$663.52
$0.00
$692.89
$746.22
$188.45
$123.59
$530.49
$145.69
$0.00
$307.14
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$291.77
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

52212
52214
5222
52222
52224
52234
52235
52240
52250
52260
52265
52270
52275
52276
52277
52281
52282
52283
52285
52290
523
52300
52301
52305
52310
52315
52317
52318
52320
52325
52327
52330
52332
52334
52341
52342
52343
52344
52345
52346

L'}

- -
-

-

bt I

Procedure Code Description

CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY

OTHER EXCISION OF LESION OF PANCREA

CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOURETHROSCOPY WITH DIREC
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOURETHROSCOPY, W/INSERT
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
PANCREAT CYST MARSUPIALI
CYSTOSCOPY/URETHROSCOPY
CYSTOURETHROSCOPY W/RESECTIO
CYSTOSCOPY/URETHROSCOPY
CYSTOSCOPY/URETHROSCOPY
CYSTOURETHROSCOPY W/REMOVAL
LITHOLAPAXY-CRUSHING OR FRAG
LITHOLAPAXY, COMPLICATED
CYSTOSCOPY/URETHROSCOPY
CYSTOURETHROSCOPYC/WFRAGMENT
CYSTOURETHROSCOPY; W/SUBURET
CYSTOSCOPY/URETHROSCOPY
CYSTOURETHROSCOPY, W/INSERT
CYSTOURETHROSCOPY W/INSERT U
CYSTOURETHROSCOPY
CYSTOURETHROSCOPY
CYSTOURETHROSCOPY
CYSTOURETHROSCOPY
CYSTOURETHROSCOPY
CYSTOURETHROSCOPY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
10/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$160.30
$353.18
$0.00
$160.30
$327.96
$227.07
$267.09
$473.75
$217.44
$189.56
$233.60
$352.12
$419.29
$434.75
$299.05
$583.96
$744.47
$355.90
$367.07
$221.67
$0.00
$256.43
$265.59
$256.25
$231.38
$735.68
$1,110.62
$443.37
$226.81
$297.19
$251.12
$873.34
$727.02
$232.81
$302.00
$326.81
$361.99
$387.15
$412.29
$464.19

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

52351
52352
52353
52354
52355
524
52400
52402
52450
52500
5251
52510
5252
5253
5259
526
52601
52605
52606
52612
52614
52620
52630
52640
52647
52648
527
52700
5280
52800
52805
5281
5282
5283
5284
5285
5286
5292
5293
5294

L'}

- -
-

-

bt I

Procedure Code Description

CYSTOURETHROSCOPY
CYSTOURETHROSCOPY
CYSTOURETHROSCOPY
CYSTOURETHROSCOPY
CYSTOURETHROSCOPY

INT DRAIN PANCREAT CYST
CYSTOURETHROSCOPY
CYSTOURETHROSCOPY WITH
TRANSURETHRAL INCISION OF PR
RESECTION, VESICAL NECK
PROXIMAL PANCREATECTOMY
TRANSURETHRAL BALLOON DILATI
DISTAL PANCREATECTOMY

RAD SUBTOT PANCREATECTOM
PARTIAL PANCREATECT NEC
TOTAL PANCREATECTOMY
RESECTION, PROSTATE
FULGURATION, TRANSURETHRAL
FULGURATION, TRANSURETHRAL
RESECTION, PROSTATE
RESECTION, PROSTATE
RESECTION, PROSTATE
RESECTION, PROSTATE
RESECTION, PROSTATE
NON-CONTACT LASER COAGULATIO
CONTACT LASER VAPORIZATION,
RAD PANCREATICODUODENECT
DRAINAGE, ABSCESS, PROSTATE
PANCREAT TRANSPLANT NOS
LITHOLAPAXY

LITHOLAPAXY

REIMPLANT PANCREATIC TIS
PANCREATIC HOMOTRANSPLAN
PANCREATIC HETEROTRANSPL
AUTORANSPLANTATION OF CELLS

ALLOTRANSPLANTATION OF CELLS-ISLETS
TRANSPLANTATION OF CELLS- LETS-LANG

OTH CANNULATION-PANC DCT
DILATION-WIRSUNG'S DUCT
WIRSUNG'S DUCT REPAIR

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
01/01/1997
01/01/1997
01/01/1997
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$283.23
$332.27
$384.68
$354.67
$426.29
$0.00
$549.28
$266.41
$500.03
$538.89
$0.00
$440.73
$0.00
$0.00
$0.00
$0.00
$728.25
$210.38
$508.64
$517.92
$461.73
$450.44
$481.83
$434.63
$2,342.98
$667.52
$0.00
$460.96
$0.00
$581.03
$801.41
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22<X2Z2222Z2222Z2222Z2222Z2222Z2222Z2Z22Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

5295
5296
5297
5298
5299
5300
53000
5301
53010
5302
53020
53025
5303
5304
53040
5305
53060
53080
53085
5310
5311
5312
5313
5314
5315
5316
5317
53200
5321
53210
53215
53220
53230
53235
53240
53250
53260
53265
53270
53275

L'}

- -
-

-

bt I

Procedure Code Description

PANCREATIC REPAIR NEC
PANCREATIC ANASTOMOSIS

ENDOSCOPIC INSERTION OF NASOPANCRE
ENDOSCOPIC DELATION OF PANCREATIC D

PANCREATIC OPERATION NEC
UNILAT ING HERN REP NOS
URETHROTOMY/URETHROSTOMY
REPAIR DIRECT ING HERNIA
URETHROTOMY/URETHROSTOMY
REPAIR INDIR ING HERNIA
MEATOTOMY

MEATOTOMY

DIR ING HERNIA REP-GRAFT

IND ING HERNIA REP-GRAFT
CYSTOSCOPY/URETHROSCOPY
ING HERNIA REP-GRAFT NOS
DRAINAGE, CYST, SKENES GLAND
DRAINAGE URINARY EXTRAVASATI
DRAINAGE URINARY EXTRAVASATI
BILAT ING HERNIA REP NOS

BILAT DIR ING HERN REP

BILAT IND ING HERN REP

BIL DIR/IND ING HRN REP

BIL DIR ING HRN REP-GRFT

BIL IND ING HRN REP-GRFT

BIL DIR/IND ING HERN-PRO

BIL ING HRN REP-GRFT NOS
BIOPSY, URETHRA

UNIL FEMOR HRN REP-GRFT
URETHRECTOMY
URETHRECTOMY

EXCISION, CARCINOMA, URETHRA
EXCISION URETHRAL DIVERTICUL
EXCISION URETHRAL DIVERTICUL
MARSUP, URETHRAL DIVERTICULU
EXCISION, BULBOURETHRAL GLAN
EXCISION, URETHRAL POLYP
FULGURATION, URETHRAL CARUNC
EXCISION, SKENES GLANDS
CYSTOSCOPY/URETHROSCOPY

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
10/01/1989
10/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$331.09
$0.00
$270.71
$0.00
$211.99
$200.78
$0.00
$0.00
$724.56
$0.00
$303.94
$510.47
$721.71
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$282.23
$0.00
$731.46
$868.73
$448.57
$565.82
$590.26
$415.52
$374.93
$313.23
$333.89
$347.20
$281.44

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

5329
5331
5339
53400
53405
5341
53410
53415
53420
53425
53430
53431
53440
53442
53444
53445
53446
53447
53448
53449
53450
53460
5349
53500
53502
53505
5351
53510
53515
53520
5359
53600
53601
53605
5361
53620
53621
53660
53661
53665

L'}

- -
-

-

bt I

Procedure Code Description

UNIL FEMOR HERN REP NEC

BIL FEM HERN REPAIR-GRFT

BIL FEM HERN REPAIR NEC
URETHROPLASTY

URETHROPLASTY

UMBIL HERNIA REPAIR-GRFT
URETHROPLASTY
URETHROPLASTY, TRANSPUBIC OR
URETHROPLASTY

URETHROPLASTY

URETHROPLASTY

URETHROPLASTY FOR INCONTINENCE
URINARY INCONTINENCE CORRECT
REMOVAL OF PERINEAL PROSTHES
INSERTION OF TANDEM CUFF
PLACEMENT OF INFLATABLE SPHI
REMOVAL INFLATABLE URETHRAL
REMOVAL, REPAIR, REPLACE INF
REMOVAL/REPLACEMENT OF URETHRAL
SURG CORRECT HYDRAULIC ABNOR
URETHRAL MEATOPLASTY
CYSTOSCOPY/URETHROSCOPY
UMBIL HERNIA REPAIR NEC
URETHROLYSIS, TRANSVAGINAL
URETHRORRHAPHY SUTURE URETHR
URETHRORRHAPHY

INCISIONAL HERNIA REPAIR
URETHRORRHAPHY
URETHRORRHAPHY
URETHROSTOMY CLOSURE

ABD WALL HERN REPAIR NEC
DILATION, URETHRAL STRICTURE
DILATION, URETHRAL STRICTURE
DILATION, URETHRAL STRICTURE
INCIS HERNIA REPAIR-GRFT
DILATION, URETHRAL STRICTURE
DILATION, URETHRAL STRICTURE
DILATION, URETHRA, FEMALE
DILATION, URETHRA, FEMALE
DILATION, URETHRA, FEMALE

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$749.63
$822.18
$0.00
$913.99
$1,055.38
$814.53
$890.80
$915.06
$1,001.03
$724.67
$508.53
$716.71
$809.40
$658.73
$760.88
$1,192.34
$581.80
$398.16
$445.76
$0.00
$640.32
$475.32
$468.63
$0.00
$592.16
$752.17
$524.22
$0.00
$84.13
$79.62
$62.07
$0.00
$123.21
$116.10
$66.56
$66.60
$37.19

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

5369
537
5380
5381
5382
53850
53852
53853
53899
539
54000
54001
54015
54050
54055
54056
54057
54060
54065
54100
54105
5411
54110
54111
54112
54115
5412
54120
54125
54130
54135
54150
54152
54160
54161
54162
54163
54164
5419
54200

L'}

- -
-

-

bt I

Procedure Code Description

ABD HERN REPAIR-GRFT NEC
ABD REPAIR-DIAPHR HERNIA
THOR REP-DIAPH HERN NOS
DIAPHRAGMATIC PLICATION
PARASTERN HERNIA REPAIR

TRANSURETHRAL DESTRUCT PROSTATE
TRANSURETHRAL DESTRUCT PROSTRATE

WATER-INDUCED THERMOTHERAPY
UNLISTED PROC, URINARY SYST
OTHER HERNIA REPAIR

DORSAL SLIT

DORSAL SLIT

INCISION & DRAINAGE, PENIS
CONDYLOMATA DESTRUCTION
CONDYLOMATA DESTRUCTION
CRYOSURGERY

DESTRUCTION OF LESION(S), PE
CONDYLOMATA DESTRUCTION
CONDYLOMATA DESTRUCTION
BIOPSY, PENIS

BIOPSY, PENIS

EXPLORATORY LAPAROTOMY
EXCISION, PENILE PLAQUE
EXCISION PENILE PLAQUE W/GRA
BIOPSY PENIS W/GRAFT GREATER
REMOVAL, FOREIGN BODY, PENIS
REOPEN RECENT LAP SITE
AMPUTATION, PENIS
AMPUTATION, PENIS
AMPUTATION, PENIS
AMPUTATION, PENIS
CIRCUMCISION

CIRCUMCISION

CIRCUMCISION

CIRCUMCISION

LYSIS/EXCISION PENILE

REPAIR INCOMPLETE CIRCUMCISION
FRENULOTOMY OF PENIS
LAPAROTOMY NEC

INJECTION, PEYRONIES DISEASE

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
09/01/1998
09/01/1998
09/01/1998
09/01/1998
07/01/2005
07/01/2005
07/01/2005
01/01/1976
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$3,240.72
$2,860.02
$1,897.66
$0.00
$0.00
$244.14
$297.98
$460.03
$140.02
$264.43
$143.46
$144.16
$258.22
$267.12
$187.10
$352.70
$0.00
$646.36
$812.29
$920.92
$612.51
$0.00
$638.63
$811.23
$1,142.96
$1,462.49
$267.71
$144.19
$258.61
$190.71
$207.37
$195.15
$170.98
$0.00
$134.01

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

54205
5421
5422

54220
5423
5424
5425
5429

543

54300

54304

54305

54308

54312

54316

54318

54320

54322

54324

54325

54326

54328

54330

54332

54336
54340
54344
54348
54352
54360
54380
54385
54390

544

54420
54430
54435
54440
54450

545

Wiy
.i

bt I

Procedure Code Description

INJECTION, PEYRONIES DISEASE
LAPAROSCOPY

ABDOMINAL WALL BIOPSY
IRRIGATION, CORPORA CAVERNOS
PERITONEAL BIOPSY

NEEDLE BX INTRA-ABD MASS
PERITONEAL LAVAGE

ABD REGION DX PROC NEC
DESTRUCT ABD WALL LESION
STRAIGHTENING OF CHORDEE
PLASTIC OPERATION ON PENIS/C
STRAIGHTENING OF CHORDEE
URETHROPLASTY FOR SECOND STA
URETHROPLASTY 2ND STAGE HYPO
URETHROPLASTY 2ND STG HYPOSP
URETHROPLASTY 3RD STAGE REPA
URETHROPLASTY

ONE STAGE DISTAL HYPOSPADIAS
HYPOSPADIAS REPAIR WITH URET
URETHROPLASTY

ONE STAGE DISTAL HYPOSPADIAS
ONE STAGE DISTAL HYPOSPADIAS
URETHROPLASTY

ONE STAGE PROXIMAL PENILE/PE
1-STG PERINEAL HYPOSPADIAS R
REPAIR HYPOSPADIAS COMPLFIST
REPAIR HYPOSPADIAS COMPLICAT
HYPO COMP REQUIRING MOBILIZA
REPAIR HYPOSPADIAS CRIPPLE R
PLASTIC OPERATION ON PENIS T
EPISPADIAS

PLASTIC OPERATION PENIS FOR
PLASTIC REPAIR PENIS W/EXSTR
DESTRUCT PERITONEAL TISS
PRIAPISM OPERATION

PRIAPISM OPERATION

CORPORA CAVERNOSA-GLANS PENI
REPAIR, PENILE INJURY

FORESKIN MANIPULATION INC LY
PERITONEAL ADHESIOLYSIS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
01/01/1994
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
01/01/1976
07/01/2005
11/01/1989

Allowed
Amount

$541.68
$0.00
$0.00
$158.53
$0.00
$0.00
$0.00
$0.00
$0.00
$679.97
$794.64
$801.41
$766.84
$857.57
$1,009.07
$758.31
$801.41
$798.05
$1,002.84
$1,051.87
$951.68
$962.85
$1,152.03
$1,025.22
$1,205.07
$657.53
$954.19
$1,035.51
$1,466.02
$733.83
$852.04
$969.72
$1,286.33
$0.00
$711.52
$646.09
$434.89
$0.00
$77.92
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

54500
54505
5451
54512
54520
54522
54530
54535
54550
54560
5459
54600
5461
5462
54620
5463
5464
54640
54650
54670
54680
54690
54692
54699
54700
5471
5472
5473
5474
5475
54800
54820
54830
54840
54860
54861
5491
5492
5493
5494

L'}

- -
-

-

bt I

Procedure Code Description

BIOPSY, TESTIS

BIOPSY, TESTIS

LAPAROSCOPIC LYSIS OF PERITONEAL AD
EXCISION OF TESTIS
ORCHIECTOMY

PARTIAL ORCHIECTOMY
ORCHIECTOMY

ORCHIECTOMY

EXPLORATION UNDESCENDED TEST
EXPLORATION UNDESCENDED TEST
OTHER LYSIS OF PERITONEAL ADHESIONS
REDUCTION, TORSION OF TESTIS
RECLOSE POST OP DISRUPT
DELAYED CLOS ABD WOUND
FIXATION, CONTRALATERAL TEST
ABD WALL SUTURE NEC
PERITONEAL SUTURE

ORCHIOPEXY

ORCHIPEXY, ABDOMINAL APPROAC
REPAIR, TESTICULAR INJURY
TRANSPLANTATION, TESTIS
LAPAROSCOPY ORCHIECTOMY
LAPAROSCOPY ORCHIOPEXY
LAPAROSCOPY

DRAINAGE, TESTIS/EPIDIDYMIS
REPAIR OF GASTROSCHISIS
ABDOMEN WALL REPAIR NEC
PERITONEAL REPAIR NEC

OMENTAL REPAIR NEC
MESENTERIC REPAIR NEC

BIOPSY, EPIDIDYMIS

EXPLORATION, EPIDIDYMIS
EXCISION, LESION, EPIDIDYMIS
EXCISION SPERMATOCELE W/WO E
EPIDIDYMECTOMY UNILATERAL
EPIDIDYMECTOMY BILATERAL
ABDOMINAL PARACENTESIS
REMOVE FB FROM PERITON
CREATE CUTANPERITON FIST
CREAT PERITONEOVAS SHUNT

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
01/01/1997
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/1997
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2000
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$255.31
$219.19
$0.00
$490.47
$318.12
$556.38
$498.83
$704.53
$453.13
$649.56
$0.00
$405.20
$0.00
$0.00
$289.70
$0.00
$0.00
$402.65
$667.72
$380.23
$725.20
$646.52
$672.41
$0.00
$418.24
$0.00
$0.00
$0.00
$0.00
$0.00
$299.39
$310.26
$327.01
$317.99
$379.73
$504.21
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

5495
5496
5497
5498
5499
55000
5501
5502
5503
5504
55040
55041
55060
55100
5511
55110
5512
55120
55150
55175
55180
55200
5521
5522
5523
5524
55250
5529
55300
5531
5539
554
55401
55450
55500
5551
5552
55520
5553
55530

L'}

- -
-

-

bt I

Procedure Code Description

PERITONEAL INCISION

INJEC AIR-PERITON CAVITY

INJ THERAP SUBST PERITON
PERITONEAL DIALYSIS

ABDOMEN REGION OPS NEC
ASPIR HYDROCELE TUNICA VAGIN
NEPHROTOMY

NEPHROSTOMY

PERCUT NEPHROST-NO FRAG
PERCUT NEPHROST W FRAGMN
HYDROCELECTOMY
HYDROCELECTOMY

RPR HYDROCELE TUNICA VAGINAL
DRAIN SCROTAL WALL ABSCESS
PYELOTOMY

SCROTAL EXPLORATION
PYELOSTOMY

REMOVAL, FOREIGN BODY, SCROT
RESECTION, SCROTUM
SCROTOPLASTY, SIMPLE
SCROTOPLASTY; COMPLICATED
VASOTOMY

NEPHROSCOPY

PYELOSCOPY

PERCUTAN RENAL BIOPSY

OPEN BIOPSY OF KIDNEY
VASECTOMY

RENAL DIAGNOST PROC NEC
VASOGRAPHY INJECTION PROCEDU
RENAL LES MARSUPIALIZAT

LOC DESTR RENAL LES NEC
PARTIAL NEPHRECTOMY
VASOVASOSTOMY

LIGATION, VAS DEFERENS
HYDROCELECTOMY, SPERMATIC CO
NEPHROURETERECTOMY
SOLITARY KIDNEY NEPHRECT
EXCISION LESION SPERMATIC CO
REJECTED KIDNEY NEPHRECT
EXCISION, VARICOCELE

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$127.26
$0.00
$0.00
$0.00
$0.00
$316.90
$440.64
$325.67
$411.58
$0.00
$334.27
$0.00
$305.49
$425.67
$322.77
$609.73
$259.56
$0.00
$0.00
$0.00
$0.00
$443.20
$0.00
$181.52
$0.00
$0.00
$0.00
$578.82
$419.47
$333.27
$0.00
$0.00
$353.50
$0.00
$339.76

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

55535
5554
55540
55550
55559
5561
55650
55680
5569
557
55700
55705
55720
55725
55801
5581
55810
55812
55815
5582
55821
5583
55831
5584
55840
55842
55845
5585
55859
5586
55860
55862
55865
55866
5587
55873
5589
55899
5591
5592

L'}

- -
-

-

bt I

Procedure Code Description

EXCISION, VARICOCELE
BILATERAL NEPHRECTOMY
EXCISION, VARICOCELE

LAPAROSCOPY LIGATION OF SPERMATIC
LAPAROSCOPY UNLISTED SPERMATIC COR

RENAL AUTOTRANSPLANT
VESICULECTOMY, ANY APPROACH,;
EXCISION, CYST, MULLERIAN DU
KIDNEY TRANSPLANT NEC
NEPHROPEXY

BIOPSY, PROSTATE

BIOPSY, PROSTATE
PROSTATOTOMY

PROSTATOTOMY

PROSTATECTOMY

SUTURE KIDNEY LACERATION
PROSTATECTOMY
PROSTATECTOMY W/LYMPHNODE BI
PROSTATECTOMY W/BILATERAL PE
CLOSE NEPHROST & PYELOST
PROSTATECTOMY

CLOSE RENAL FISTULA NEC
PROSTATECTOMY

REDUCE RENAL PEDICL TORS
PROSTATECTOMY
PROSTATECTOMY W/LYMPH NODE B
PROSTATECTOMY
SYMPHYSIOTOMY

TRANSPERINEAL PLACEMENT NEED
RENAL ANASTOMOSIS

EXPOSURE OF PROSTATE INSERTI
EXPOSURE PROSTATE W/LYMPH NO
EXPOSURE PROSTATE W/BILAT PE

LAPAROSCOPY, SURGICAL PROSTATECTOM

CORRECT URETEROPELV JUNC

CRYOSURGICAL ABLATION OF PROSTATE

RENAL REPAIR NEC
UNLISTED MALE GEN PROC
RENAL DECAPSULATION
PERCUTAN RENAL ASPIRAT

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
11/01/1989
07/01/2005
07/01/2005
01/01/2000
10/01/1991
07/01/2005
07/01/2005
10/01/1991
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
01/01/1976
11/01/1989
11/01/1989

Allowed
Amount

$383.50
$0.00
$434.01
$366.29
$0.00
$0.00
$650.57
$316.98
$0.00
$0.00
$212.86
$298.69
$477.20
$539.03
$983.42
$0.00
$1,228.76
$1,480.48
$1,625.73
$0.00
$799.25
$0.00
$865.74
$0.00
$1,248.61
$1,329.30
$1,529.83
$0.00
$718.77
$0.00
$796.98
$1,002.79
$1,227.69
$1,453.21
$0.00
$1,071.11
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2Z<2Z2zZ2<zZ2zZ2zZz

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

5593
5594
5595
5596
5597
55970
5598
55980
5599
560
561
562
5631
5632
5633
5634
5635
5639
5640
56405
5641
5642
56420
56440
56441
56501
5651
56515
5652
56605
56606
5661
5662
56620
56625
56630
56631
56632
56633
56634

L'}

- -
-

-

bt I

Procedure Code Description

REPLACE NEPHROSTOMY TUBE
REPLACE PYELOSTOMY TUBE
LOCAL RENAL PERFUSION

RENAL INJECTION NEC

IMPLANT MECHANIC KIDNEY
INTERSEX SURGERY

REMOV MECHANICAL KIDNEY
INTERSEX SURGERY

RENAL OPERATION NEC

TU REMOV URETER OBSTRUCT
URETERAL MEATOTOMY
URETEROTOMY

URETEROSCOPY

PERCUTAN URETERAL BIOPSY
ENDOSCOPIC URETER BIOPSY
OPEN BIOPSY OF URETER

ILEAL CONDUIT ENDOSCOPY
URETERAL DX PROCEDUR NEC
URETERECTOMY NOS

INCISION AND DRAIN OF VULVA
PARTIAL URETERECTOMY

TOTAL URETERECTOMY

DRAIN ABSCESS, BARTHOLINS GL
MARSUP, CYST, BARTHOLINS GLA
LYSIS OF LABIAL ADHESIONS
DESTRUCTION OF LESIONS VULVA
FORM CUTAN ILEOURETEROST
CONDYLOMATA DESTRUCTION
REVIS CUTAN ILEOURETEROS
BIOPSY OF VULVA OR PERINEUM
BIOPSY OF VULVA OR PERINEUM
FORM CUTAN URETEROSTOMY
REVIS CUTAN URETEROS NEC
VULVECTOMY SIMPL; PARTIAL
VULVECTOMY SIMPLE; COMPLETE
VULVECTOMY RADICAL, PARTIAL
VULVECTOMY W/UNILATERAL INGU
WITH BILATERAL INGUINOFEMORA
VULVECTOMY RADICAL, COMPLETE
VULVECTOMY W/UNILATERAL INGU

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
01/01/1976
11/01/1989
01/01/1976
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$136.96
$0.00
$0.00
$134.30
$233.85
$164.51
$137.75
$0.00
$208.30
$0.00
$104.36
$76.70
$0.00
$0.00
$452.28
$522.56
$729.41
$969.78
$1,177.87
$943.73
$1,047.88

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

56637
56640
56700
5671
5672
56720
5673
5674
56740
5675
5679
56800
56805
5681
56810
5682
56820
56821
5683
5684
5685
5686
5689
5691
5692
5693
5694
5695
5699
570
57000
57010
57020
57022
57023
57061
57063
57065
57100
57105

L'}

- -
-

-

bt I

Procedure Code Description

VULVECTOMY W/BILATERAL INGUI
VULVECTOMY RADICAL COMPLETE
HYMENECTOMY

URIN DIVERSION TO BOWEL

REVIS URETEROENTEROSTOMY
HYMENOTOMY
NEPHROCYSTANASTOMOSI NOS
URETERONEOCYSTOSTOMY
EXCISION, CYST, BARTHOLINS G
TRANSURETEROURETEROSTOMY
URETERAL ANASTOMOSIS NEC
REPAIR, VULVA

CLITOROPLASTY FOR ADRENOGENI
INTRALUM URETE ADHESIOLY
PERINEOPLASTY REPAIR OF PERI
SUTURE URETERAL LACERAT
COLPOSCOPY OF THE VULVA
COLPOSCOPY VULVA; W/BIOPSY
URETEROSTOMY CLOSURE
CLOSE URETER FISTULA NEC
URETEROPEXY

REMOVE URETERAL LIGATURE
REPAIR OF URETER NEC
URETERAL MEATUS DILATION
IMPLANT URETERAL STIMUL
REPLACE URETERAL STIMUL
REMOVE URETERAL STIMULAT
LIGATION OF URETER

URETERAL OPERATION NEC

TU BLADDER CLEARANCE
COLPOTOMY

COLPOTOMY W/DRAINAGE OF PELV
COLPOCENTESIS/CULDOCENTIS

| & D OF VAGINAL HEMATOMA

| & D OF VAGINAL HEMATOMA
DESTRUCTION VAG LESION SIMPL
CHEMICAL CAUTERY OF VAGINA
DESTRUCTION EXTENSIVE ANY ME
BIOPSY, VAGINAL MUCOSA
BIOPSY, VAGINAL MUCOSA

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,265.53
$1,255.07
$200.13
$0.00
$0.00
$84.87
$0.00
$0.00
$306.02
$0.00
$0.00
$241.28
$1,032.37
$0.00
$252.30
$0.00
$105.09
$136.52
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$194.28
$362.27
$110.58
$167.23
$274.75
$125.64
$20.04
$200.77
$99.18
$141.56

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

57106
57107
57109
5711
57110
57111
57112
5712
57120
57130
57135
57150
57155
57160
5717
57170
5718
57180
5719
57200
5721
57210
5722
57220
57230
57240
57250
57260
57265
57267
57268
57270
57280
57282
57283
57284
57287
57288
57289
57300

L'}

- -
-

-

bt I

Procedure Code Description

VAGINECTOMY

VAGINECTOMY

VAGINECTOMY

PERCUTAN BLADDER ASPIRAT
COLPECTOMY

VAGINECTOMY

VAGINECTOMY

CYSTOTOMY & ADHESIOLYSIS
COLPOCLEISIS

EXCISION, VAGINAL SEPTUM
EXCISION, CYST, VAGINAL
IRRIGATION, VAGINA

INSERTION UTERINE TANDEMS
FITTING & INSERTION OF PESSA
PERCUTANEOUS CYSTOSTOMP
DIAPHRAGM FITTING

OTHER SUPRAPUBIC CYSTOSTOMY
INTRO ANY HEMOSTATIC AGENT/P
CYSTOTOMY NEC

SUTURE, INJURY, VAGINA
FORMATION OF CYSTOSTOMY
COLPOPERINEORRHAPHY
REVISION OF CYSTOSTOMY
PLASTIC RPR URETHRAL SPHINCT
PLASTIC REPAIR, URETHROCELE
ANTERIOR COLPORRHAPHY
POSTERIOR COLPORRHAPHY
COLPORRHAPHY COMBINED
COLPORRHAPHY COMBINED
INSERTION OF MESH OR OTHER
ENTEROCELE REPAIR

REPAIR, ENTEROCELE
COLPOPEXY

COLPOPXY VAGINAL EXTRA-PERIT
COLPOPEXY, VAGINAL,;
PARAVAGINAL DEFECT REPAIR
REMOVAL/REVISION OF SLING
SLING OPERATION

PEREYRA PROCEDURE
CLOSURE, FISTULA, RECTOVAGIN

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/1989
07/01/2005
01/01/1980
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$327.78
$1,219.53
$1,466.69
$0.00
$790.36
$1,446.13
$1,558.93
$0.00
$440.69
$166.00
$202.92
$55.24
$358.49
$70.68
$0.00
$82.62
$0.00
$138.07
$0.00
$252.51
$0.00
$317.15
$0.00
$279.10
$360.48
$380.79
$341.40
$483.69
$667.61
$264.72
$405.39
$674.73
$823.48
$514.39
$632.43
$724.68
$645.74
$723.48
$669.39
$445.97

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

57305
57307
57308
5731
57310
57311
5732
57320
5733
57330
57335
5734
5739
57400
5741
57410
57415
57420
57421
57425
57452
57454
57455
57456
57460
57461
5749
57500
57505
5751
57510
57511
57513
57520
57522
57530
57531
57540
57545
57550

L'}

- -
-

-

bt I

Procedure Code Description

CLOSURE,FISTULA,RECTOVAGINAL
CLOSURE RECTOVAGINAL FISTULA
CLOSURE RECTOVAGINAL FISTULA
CYSTOSCOPY THRU STOMA

CLOSURE FISTULA URETHROVAGIN
CLOSURE URETHROVAGINAL FISTU
CYSTOSCOPY NEC

CLOSURE, FISTULA VESICOVAGIN
TRANSURETH BLADD BIOPSY

CLOSURE, FISTULA VESICOVAGIN
VAGINOPLASTY FOR INTERSEX ST

OPEN BIOPSY OF BLADDER

BLADDER DIAGNOS PROC NEC

DILATION, VAGINA

TU ADHESIOLYSIS BLADDER

PELVIC EXAM ANESTHESIA

REMOVAL IMPACTED VAGINAL FB
COLPOSCOPY OF ENTIRE VAGINA W/ CERV
COLPOSCOPY OF ENTIRE VAGINA; WITH
LAPAROSCOPY, SURGICAL

COLPOSCOPY

COLPOSCOPY WITH BIOPSIES OR
COLPOSCOPY CERVIX INC. UPPER VAGINA
COLPOSCOPY CERVIX INC. UPPER VAGINA
COLPOSCOPY W/LOOP ELECTROSUR
COLPOSCOPY CERVIX INC. UPPER VAGINA
TU DESTRUC BLADD LES NEC

BIOPSY, CERVIX

ENDOCERVICAL CURRETTAGE (NOT
EXCISION OF URACHUS

CAUTHERIZATION, CERVIX
CRYOCAUTERY, CERVIX

LASAR CAUTERY OF CERVIX

CONIZATION OF CERVIX W/WO FU
CONIZATION OF CERVIX; LOOP
TRACHELECTOMY

RADICAL TRACHELECTOMY

EXCISION, CERVICAL STUMP

EXCISION CERVICAL STUMP W/PE
EXCISION, CERVICAL STUMP

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$751.30
$857.63
$571.34
$0.00
$415.74
$476.55
$0.00
$486.90
$0.00
$690.14
$1,029.66
$0.00
$0.00
$124.73
$0.00
$156.37
$204.11
$109.79
$143.55
$793.52
$93.28
$110.18
$131.93
$124.60
$178.68
$291.11
$0.00
$112.37
$110.93
$0.00
$183.64
$155.58
$161.71
$299.25
$259.94
$306.07
$1,529.95
$676.45
$722.46
$340.61

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

57555
57556
5759
576
57600
57700
5771
57720
5779
57800
5781
5782
57820
5783
5784
5785
5786
5787
5788
5789
5791
5792
5793
5794
5795
5796
5797
5798
5799
580
581
58100
58120
58140
58145
58146
58150
58152
58180
58200

L'}

- -
-

-

bt I

Procedure Code Description

EXCISION, CERVICAL STUMP
EXCISION, CERVICAL STUMP
BLADDER LES DESTRUCT NEC
PARTIAL CYSTECTOMY
INSERTION, HEMOSTATIC AGENT
CERCLAGE OF UTERINE CERVIX,
RADICAL CYSTECTOMY
TRACHELORRHAPHY

TOTAL CYSTECTOMY NEC
DILATION, CERVICAL CANAL
SUTURE BLADDER LACERAT
CYSTOSTOMY CLOSURE

D & C, CERVICAL STUMP
ENTEROVESICO FIST REPAIR
VESIC FISTULA REPAIR NEC
CYSTOURETHROPLASTY
BLADDER EXSTROPHY REPAIR
BLADDER RECONSTRUCTION
BLADDER ANASTOMOSIS NEC
BLADDER REPAIR NEC
BLADDER SPHINCTEROTOMY
BLADDER NECK DILATION
CONTROL BLADD HEMORRHAGE
INSERT INDWELLING CATH
REPLACE INDWELLING CATH
IMPLANT BLADDER STIMULAT
REPLACE BLADDER STIMULAT
REMOVE BLADDER STIMULAT
BLADDER OPERATION NEC
URETHROTOMY

URETHRAL MEATOTOMY
ENDOMETRIAL BIOPSY SUCTION
DILATION AND CURETTAGE DIAGN
MYOMECTOMY, UTERINE
MYOMECTOMY, UTERINE

MYOMECTOMY, EXCISION FIBROID TUMOR

HYSTERECTOMY

TOTAL ABDOMINAL HYSTERECTOMY

HYSTERECTOMY
HYSTERECTOMY

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$533.37
$485.73
$0.00
$0.00
$45.08
$223.35
$0.00
$268.81
$0.00
$69.48
$0.00
$0.00
$152.40
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$107.85
$256.19
$796.13
$472.88
$967.90
$837.63
$1,105.23
$839.61
$1,200.46

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

<X XX <KZ2Z22Z222Z222222222222Z2222Z2222Z2222Z2222Z2222Z2Z2Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

5821
58210
5822
5823
5824
58240
58260
58262
58263
58267
58270
58275
58280
58285
5829
58290
58291
58292
58293
58294
583
58300
58301
5831
58340
58346
58353
58356
5839
58400
5841
58410
5842
5843
58430
5844
5845
5846
5847
5849

L'}

- -
-

-

bt I

Procedure Code Description

PERINEAL URETHROSCOPY
HYSTERECTOMY

URETHROSCOPY NEC

URETHRAL BIOPSY

PERIURETHRAL BIOPSY

PELVIC EXENTERATION FOR GYNE
HYSTERECTOMY

VAG HYSTERECTOMY W/REMOVAL T
VAG HYST W/REMOV TUBES AND/O
HYSTERECTOMY

HYSTERECTOMY

HYSTERECTOMY

HYSTERECTOMY

HYSTERECTOMY

URETHRAL DX PROC NEC

VAGINAL HYSTERECTOMY, FOR UTERUS >
VAGINAL HYSTERECTOMY, UTERUS >250
VAGINAL HYSTERECTOMY, UTERUS >250
VAGINAL HYSTERECTOMY, UTERUS >250
VAGINAL HYSTERECTOMY, UTERUS >250
URETHRAL LES DESTRUCTION

IUD INSERTION

IUD REMOVAL

ENDOSCOPIC EXCISION/DESTRUCT LESIO
HYSTEROSALPINGOGRAPHY INJ PR
INSERTION HEYMAN CAPSULES
ENDOMETRIAL THERMAL ABLATION
EDOMETRIAL CRYOBLATION WITH
OTHER LOCAL DESTRUCTION LESION OF U
UTERINE SUSPENSION

SUTURE URETHRAL LACERAT

UTERINE SUSPENSION

URETHROSTOMY CLOSURE

CLOSE URETH FISTULA NEC
INTERPOSITION OPERATION

URETHRAL REANASTOMOSIS
HYPO-EPISPADIAS REPAIR

URETH RECONSTRUCTION NEC
URETHRAL MEATOPLASTY

URETHRAL REPAIR NEC

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
10/01/1992
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/1992
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$1,576.51
$0.00
$0.00
$0.00
$2,101.98
$717.71
$810.74
$878.07
$932.06
$783.87
$857.28
$919.99
$1,204.02
$0.00
$970.75
$1,066.27
$1,129.03
$1,174.62
$1,040.28
$0.00
$55.11
$101.60
$0.00
$443.22
$382.30
$210.25
$488.11
$0.00
$378.04
$0.00
$704.13
$0.00
$0.00
$911.60
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2222222222222 2Z222222Z2Z2<<K<KXK<XK<LKKKZ2LKLKLKLK<KLK<K=<Kxz2zz2zz2z2<

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

585
58500
58520
58540
58545
58546
58550
58552
58553
58554
58555
58558
58559
58560
58561
58562
58563
58565
58578
58579

586
58600
58605
58611
58615
58660
58661
58662
58670
58671
58672
58673
58679
58700
58720
58740
58770
58800
58805
58820

L'}

- -
-

-

bt I

Procedure Code Description

URETH STRICTURE RELEASE
HYSTEROSALPINGOSTOMY
HYSTERORRHAPHY

HYSTEROPLASTY

LAPAROSCOPY, MYOMECTOMY, EXCISION;
LAPAROSCOPY, MYOMECTOMY, EXCISION;
LAPAROSCOPY HYSTERECTOMY
LAPAROSCOPY W/VAGINAL HYSTERECTOM
LAPAROSCOPY VAGINAL HYSTERECTOMY,
LAPAROSCOPY W/VAGINAL HYSTERECTOM
HYSTEROSCOPY DIAGNOSTIC
HYSTEROSCOPY, BIOPSY
HYSTEROSCOPY LYSIS OF ADHESIONS
HYSTEROSCOPY RESECT INTRAUTERINE
HYSTEROSCOPY LEIMYOMATA REMOVAL
HYSTEROSCOPY FOREIGN BODY REMOVAL
HYSTEROSCOPY ENDOMETRIAL ABLATION
HYSTEROSCOPY, SURGICAL,
LAPAROSCOPY UNLISTED UTERUS PROC
HYSTEROSCOPY UNLISTED UTERUS PROC
URETHRAL DILATION

TRANSECTION, FALLOPIAN TUBE
TRANSECTION, FALLOPIAN TUBE

TUBAL LIGATION WITH C-SECTIO
OCCLUSION OF FALLOPIAN TUBE(
LAPAROSCOPY LYSIS OF ADHESIONS
LAPAROSCOPY OOPHORECTOMY
LAPAROSCOPY FULGURATION
LAPAROSCOPY FULGURATION
LAPAROSCOPY OCCLUSION
LAPAROSCOPY FIMBRIOPLASTY
LAPAROSCOPY SALPINGOSTOMY
LAPAROSCOPY UNLISTED OVIDUCT
SALPINGECTOMY
SALPINGO-OOPHORECTOMY

LYSIS OF ADHESIONS

SALPINGOSTOMY

DRAINAGE, CYST, OVARY

DRAIN OVARIAN CYST ABDOMINAL
DRAINAGE, ABSCESS, OVARY

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2000
01/01/2000
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2000
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$911.60
$656.67
$780.34
$772.59
$980.34
$772.10
$752.01
$977.06
$967.27
$223.54
$297.23
$319.04
$364.45
$503.57
$274.39
$320.04
$1,953.36
$0.00
$0.00
$0.00
$324.63
$295.64
$73.60
$258.37
$618.25
$599.02
$636.00
$334.88
$335.39
$710.96
$756.80
$0.00
$645.20
$629.69
$757.03
$768.10
$301.92
$342.83
$268.82

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2Z222Z2222Z222Z2<X<X<<X<<K<z2zzzz2z2Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Page 152 of 371



Idaho Medicaid
Fee Schedule

Procedure
Code

58822
58823
58825
58900
5891
5892
58920
58925
5893
58940
58943
58945
58950
58951
58952
58953
58954
58956
58960
5899
58999
5900
59000
59001
59012
59015
5902
59020
59025
5903
59030
59050
59051
59070
59072
59074
59076
5909
59100
5911

Wiy
.i

bt I

Procedure Code Description

DRAINAGE OVARIAN ABSCESS, AB
DRAIN PELVIC ABCESS
TRANSPOSITION, OVARY(S)

BIOPSY OF OVARY

PERIURETHRAL INCISION
PERIURETHRAL EXCISION
RESECTION, OVARY

OVARIAN CYSTECTOMY, UNILATER
IMPLANTATION OF AUS
OOPHORECTOMY

OOPHORECTOMY PARTIAL OR TOTA
OOPHORECTOMY

RESECTION OVARIAN MALIG W/BI
RESECTION OVARIAN MALIGNANCY
RESECTION OVARIAN MALIGNANCY
HYSTERECTOMY RADICAL FOR DEBULKING
HYSTERECTOMY/REMOVAL OF TUBES
BILATERAL SALPINGO-OOPHORECTOMY
LAPAROTOMY OF OVARIAN MALIGN
URETH/PERIURETH OP NEC
UNLISTED PROCEDURE, FEMALE G
RETROPERIT DISSECT NOS
AMNIOCENTESIS, ANY METHOD
AMNIOCENTESIS; THERAPEUTIC
CORDOCENTESIS INTRAUTERINE
CHORIONIC VILLUS SAMPLING AN
PERIREN ADHESIOLYS NEC

FETAL OXYTOCIN STRESS TEST
FETAL NON-STRESS TEST
LAPAROSCORPIC LYSIS OF PERIRENAL/PER
FETAL BLOOD SAMPLING

INITIATION SUPERVISION FETAL
FETAL MONITORING DURING LABO
TRANSABDOMINAL AMNIOINFUSION
FETAL UMBILICAN CORD OCCLUSION
FETAL FLUID DRAINAGE

FETAL SHUNT PLACEMENT
PERIREN/URETER INCIS NEC
HYSTEROTOMY

PERIVESICAL ADHESIOLYSIS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
01/01/1982
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
01/01/1997
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989

Allowed
Amount

$553.28
$203.54
$603.03
$346.12
$0.00
$0.00
$614.52
$621.11
$0.00
$413.89
$1,025.24
$831.48
$948.65
$1,236.08
$1,375.25
$1,725.62
$1,876.12
$1,213.81
$835.76
$0.00
$0.00
$0.00
$118.73
$157.45
$192.13
$140.75
$0.00
$56.85
$38.40
$0.00
$115.94
$47.55
$39.47
$353.46
$425.75
$336.48
$425.75
$0.00
$703.72
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
26.0%
20.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
74.0%
80.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4
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Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

5912
59120
59121
59130
59135
59136
59140
59150
59151
59160

5919
59200

5921

5929

593
59300
59320
59325
59350

594
59400
59409
59410
59412
59414

59425
59426
59430

595

59510
59514
59515
59525

596

59610
59612
59614
59618
59620
59622

L'}

- -
-

-

bt I

Procedure Code Description

LAPAROSCOPIC LYSIS OF PERIVESICAL A

SALPINGECTOMY/SALPINGOSTOMY
TUBAL W/O SALPINGECTOMY &/OR
SALPINGECTOMY/SALPINGOSTOMY
SALPINGECTOMY/SALPINGOSTOMY
SURG TREAT ESTOPIC PREGNANCY
SURG FOR ECTOPIC PREGNANCY C
LAPAROSCOPIC TREATMENT ECTOP
LAPAROSCOPIC TX ECTOPIC PREG
CURETTAGE POSTPARTUM
PERIVESICAL INCISION NEC
INSERTION HYGROSCOPIC CERVIC
PERIREN/URETERAL BIOPSY
PERIREN/URET DX PROC NEC
URETHROVES JUNCT PLICAT
EPISIOT OR VAG REPAIR BY OTH
CERCLAGE CX VAGINAL

CERCLAGE CX ABDOMEN
HYSTERORRHAPHY OF RUPTURED U
SUPRAPUBIC SLING OP

VAGINAL DELIVERY W/7 OR MORE
VAGINAL DELIVERY ONLY

VAGINAL DELIVERY; INCLUDING POST.
EXTERNAL CEPHALIC VERSIONW/W
DELIVERY PLACENTA FOLLOWING
ANTEPARTUM CARE ONLY; 4-6 VI
ANTEPARTUM CARE ONLY; 7 OR M
POST-PARTUM CARE

RETROPUBIC URETH SUSPENS
CESAREAN DELIVERY W/7 OR MOR
CAESAREAN DELIVERY ONLY
CESAREAN DEL ONLY INCL. POST
SUBTOTAL OR TOTAL HYSERECTOM
PARAURETHRAL SUSPENSION
ROUTINE OB CARE

VAGINAL DELIVERY ONLY, AFTER
VAGINAL DEL. ONLY AFTER CESA
OB CARE INC. ANTEPARTUM,CESA
CESAREAN AFTER ATT. VAGINAL
CESAREAN AFTER ATT.VAGINAL A

For Informational Purposes Only!

Price
Effective
Date

01/01/1997
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$661.40
$669.76
$795.31
$785.78
$728.12
$336.85
$663.65
$641.71
$229.78
$0.00
$77.77
$0.00
$0.00
$0.00
$161.08
$140.86
$225.07
$266.78
$0.00
$1,415.54
$714.68
$811.56
$112.86
$107.57
$366.04
$627.42
$126.30
$0.00
$1,612.29
$844.75
$964.35
$451.96
$0.00
$1,505.75
$804.40
$896.67
$1,699.06
$916.19
$1,038.38

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2222222 <X222Z2222Z222222Z2222Z2222Z2222Z2222Z2222Z22<2Z22Z2Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required

Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

5971
5972
5979
598
59812
59820
59821
59830
59840
59841
59850
59851
59852
59855
59856
59857
59866
59870
59871
59897
59898
59899
5991
5992
5993
5994
5995
5999
5999I
600
60000
60001
60100
6011
6012
6013
6014
6015
6018
6019

L'}
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-

-
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Procedure Code Description

LEVATOR MUSC SUSPENSION

INJ INPLANT URETHRA AND/OR BLADDER
URIN INCONTIN REPAIR NEC
URETERAL CATHETERIZATION
TREATMENT OF SPONT ABORTION
TREAT MISSED ABORTION COMPLE
TREATMENT OF MISSED AB TREAT
ABORTION - SEPTIC

ABORTION INDUCED BY DILATIO
LEGAL(THERAPEUTIC) ABORTION
INDUCTION OF LABOR

ABORTION INDUCED COMPLETED
ABORTION INDUCED BY HYSTERO
INDUCED ABORTION, DELIVERY O
INDUCED ABORTION, DELIVERY;
INDUCED ABORTION, DELIVERY;
MULTIFETAL PREGNANCY REDUCTI
UTERINE EVAC + CURETTAGE FOR
REMOVAL CERCLAGE SUTURE W/ANTETHE
UNLISTED ULTRASOUND PROC
LAPAROSCOPY UNLISTED OB
UNLISTED MATERNITY PROCEDURE
PERIREN/VESICAL EXCISION
PERIREN/VESICAL OP NEC
REPLACE URETEROST TUBE
REPLACE CYSTOSTOMY TUBE
ULTRASON FRAGMENT-STONE
URINARY SYSTEM OP NEC

INDIAN HEALTH SERVICE OFC VI
INCISION OF PROSTATE
DRAINAGE, CYST, THYROGLOSSAL
ASPIRATION AND/OR INJECTION,
BIOPSY, THYROID

PROSTATIC NEEDLE BIOPSY

OPEN BIOPSY OF PROSTATE
PERCUT SEMINAL VES BIOPS
OPEN SEMINAL VESICLE BX
PERIPROSTATIC BIOPSY
PROSTATIC DX PROCED NEC
SEMIN VES DX PROCED NEC

For Informational Purposes Only!

Price
Effective Allowed Technical
Date Amount Component
11/01/1989 $0.00 0.0%
10/01/1995 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
07/01/2005 $278.89 0.0%
07/01/2005 $282.81 0.0%
07/01/2005 $300.85 0.0%
07/01/2005 $367.43 0.0%
07/01/2005 $250.75 0.0%
07/01/2005 $396.86 0.0%
07/01/2005 $323.17 0.0%
07/01/2005 $339.41 0.0%
07/01/2005 $475.24 0.0%
07/01/2005 $352.27 0.0%
07/01/2005 $417.55 0.0%
07/01/2005 $512.41 0.0%
07/01/2005 $210.15 0.0%
07/01/2005 $357.02 0.0%
07/01/2005 $156.02 0.0%
01/01/2004 $0.00 0.0%
01/01/2000 $0.00 0.0%
01/01/1976 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
11/01/1989 $0.00 0.0%
01/01/2005 $223.00 0.0%
03/01/1994 $0.00 0.0%
07/01/2005 $145.16 0.0%
07/01/2005 $94.46 0.0%
07/01/2005 $146.21 0.0%
03/01/1994 $0.00 0.0%
03/01/1994 $0.00 0.0%
03/01/1994 $0.00 0.0%
03/01/1994 $0.00 0.0%
03/01/1994 $0.00 0.0%
03/01/1994 $0.00 0.0%
11/01/1989 $0.00 0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z22<Z222zZ222zZ2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required

Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

602
60200
6021
60210
60212
60220
60225
60240
60252
60254
60260
60270
60271
60280
60281
6029
603
604
605
60500
60502
60505
60512
60520
60521
60522
60540
60545
60600
60605
6061
6062
60650
60659
6069
60699
6071
6072
6073
6079

L'}

- -
-

-

bt I

Procedure Code Description

TRANSURETHRAL PROSTATECT
EXCISION, CYST, THYROID

TRANSURETHRAL GUIDED LASER INDUCED

PARTIAL THYROID LOBECTOMY, U
PARTIAL THYROID LOBECTOMY;W/
TOTAL THYROID LOBECTOMY, UNI
THYROID LOBECTOMY
THYROIDECTOMY
THYROIDECTOMY
THYROIDECTOMY
THYROIDECTOMY
THYROIDECTOMY
THYROIDECTOMY, THYROID GLAND
EXCSN, CYST, THYROGLOSSAL DU
EXCISION THYROGLOSSAL DUCT C

OTHER TRANSURETHRAL PROSTATECTOM

SUPRAPUBIC PROSTATECTOMY
RETROPUBIC PROSTATECTOMY
RADICAL PROSTATECTOMY
PARATHYROIDECTOMY
PARATHYROIDECTOMY-RE-EXPLORA
PARATHYROIDECTOMY
PARATHYROID AUTOTRANSPLANTAT
THYMECTOMY

THYMECTOMY W/O RADICAL MEDIA
THYMECTOMY; W/RADICAL MEDIAS
ADRENALECTOMY
ADRENALECTOMY

EXCISION, TUMOR, CAROTID BOD
EXCISION, TUMOR, CAROTID BOD
LOS EXCIS PROSTATIC LES
PERINEAL PROSTATECTOMY
LAPAROSCOPY ADRENALECTOMY
LAPAROSCOPY UNLISTED ENDOCRINE
PROSTATECTOMY NEC

UNLISTED ENDOCRINE PROCEDURE
PERCUT SEMIN VES ASPIRAT
SEMINAL VESICLE INCISION
SEMINAL VESICLE EXCISION
SEMINAL VESICLE OP NEC

For Informational Purposes Only!

Price
Effective
Date

03/01/1994
07/01/2005
10/01/1995
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
10/01/1995
03/01/1994
03/01/1994
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
03/01/1994
03/01/1994
07/01/2005
01/01/2000
03/01/1994
01/01/1976
11/01/1989
11/01/1989
11/01/1989
11/01/1989

Allowed
Amount

$0.00
$586.39
$0.00
$629.14
$889.44
$686.23
$800.70
$913.45
$1,154.74
$1,548.68
$1,006.38
$1,143.43
$967.42
$394.23
$526.39
$0.00
$0.00
$0.00
$0.00
$877.70
$1,098.57
$1,193.70
$225.08
$954.37
$1,104.48
$1,308.68
$906.25
$1,069.08
$1,123.33
$1,368.92
$0.00
$0.00
$1,031.79
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

6081
6082
6091
6092
6093
6094
6096
6097
6099
610
61000
61001
61020
61026
61050
61055
61070
61105
61107
61108
6111
61120
61140
61150
61151
61154
61156
6119
612
61210
61215
61250
61253
613
61304
61305
61310
61312
61313
61314

L'}

- -
-

-

bt I

Procedure Code Description

PERIPROSTATIC INCISION
PERIPROSTATIC EXCISION

PERCUT PROSTATIC ASPIRAT
INJECTION INTO PROSTATE

REPAIR OF PROSTATE

CONTROL POSTOP PROST HEM
TRANSURETHRAL DESTRCTN OF PROSTAT
OTHER TRANSURETHAL DESTRUCTION
PROSTATIC OPERATION NEC
SCROTUM & TUNICA 1 & D
SUBDURAL TAP

SUBDURAL TAP

VENTRICULAR PUNCTURE

WITH INJECTION OF DRUG OR OT
CISTERNAL PUNCTURES

INJECTION OF DRUG OR OTHER SUBSTAN
PUNCTURE, SHUNT TUBING

TWIST DRILL HOLE FOR SUBDURA
TWIST DRILL HOLE FOR IMPLANT
TWIST DRILL HOLE FOR PUNCTUR
SCROTUM & TUNICA BIOPSY

BURR HOLES

BURR HOLES

BURR HOLES

BURR HOLES

BURR HOLES

BURR HOLES

SCROT/TUNICA DX PROC NEC
EXCISION OF HYDROCELE

BURR HOLES

INSERTION OF SUB & RESERVOIR
BURR HOLES

BURR HOLES

SCROTAL LES DESTRUCTION
CRANIECTOMY

CRANIECTOMY

EVACUATION, HEMATOMA, CRANIAL
CRANIECTOMY OR CRANIOTOMY FO
CRANIECTOMY OR CRANIOTOMY EV
CRANIECTOMY OR CRANIOTOMY FO

For Informational Purposes Only!

Price
Effective
Date

11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
10/01/2000
10/01/2000
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$118.37
$125.08
$142.38
$139.99
$108.25
$137.40
$275.71
$325.65
$301.90
$638.70
$0.00
$543.02
$960.88
$1,052.28
$761.89
$907.46
$990.93
$0.00
$0.00
$348.26
$334.36
$634.72
$739.35
$0.00
$1,294.98
$1,560.63
$1,602.84
$1,457.96
$1,478.68
$1,327.58

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

61315
61316
61320
61321
61322
61323
61330
61332
61333
61334
61340
61343
61345
6141
6142
61440
61450
61458
61460
61470
61480
6149
61490
61500
61501
61510
61512
61514
61516
61517
61518
61519
61520
61521
61522
61524
61526
61530
61531
61533

L'}

- -
-

-

bt I

Procedure Code Description

ECTOMY/OTOMY FOR EVACUATION
INCISION SUBCUTANEOUS PLACEMENT
DRAINAGE, ABSCESS INTRACRANI
DRAINAGE, ABSCESS INTRACRANI
CRANIECTOMY/CRANIOTOMY, TX INTRACR
CRANIECTOMY/CRANIOTOMY, TX INTRACR
EXPLORATION, ORBIT

EXPLORATION, ORBIT

EXPLORATION, ORBIT

EXPLORATION, ORBIT

CRANIAL DECOMPRESSION
CRANIECTOMY SUBOCCIPITAL W/C
CRANIAL DECOMPRESSION

SUTURE SCROTAL LACERAT

SCROTAL FISTULA REPAIR

CRANIOTOMY SECTION OF TENTOR
SENSORY ROOT SURGERY
CRANIECTOMY, SUBOCCIPITAL
SUBOCCIPITAL INCISION

SUBOCCIPITAL INCISION

CRANIECTOMY FOR MESENCEPHALI
SCROTUM/TUNIC REPAIR NEC
LOBOTOMY, CRANIAL

CRANIECTOMY

CRANIECTOMY W/EXCISION OF TU
EXCISION, TUMOR, BRAIN

EXCISION, MENINGIOMA

CRANIECTOMY EXCISION OF BRAI
EXCISION, CYST, SUPRATENTORI
IMPLANT BRAIN INTRACAVITY CHEMOTHER
EXCISION, TUMOR, BRAIN

EXCISION, MENINGIOMA

EXCISION CEREBELLOPONTINE ANGLE TU
CRANIECTOMY EXCISION OF MIDL
EXCISION, ABSCESS, BRAIN

EXCISION, CYST, BRAIN

EXCISION, TUMOR, TRANSTEMPOR
EXCISION, TUMOR, TRANSTEMPOR
SUBDURAL IMPLANT STRIP ELECT
CRANIOTOMY W/ELEVATION OF BO

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,636.07
$73.42
$1,520.45
$1,656.26
$1,540.97
$1,598.84
$1,528.57
$1,733.29
$1,590.42
$1,046.37
$1,127.46
$1,776.53
$1,609.88
$0.00
$0.00
$1,462.65
$1,506.22
$1,604.80
$1,670.64
$1,477.83
$1,463.65
$0.00
$1,524.39
$1,069.62
$900.52
$1,679.11
$2,061.72
$1,496.43
$1,472.99
$66.53
$2,220.53
$2,447.18
$3,215.35
$2,630.82
$1,726.14
$1,651.32
$3,043.79
$2,598.55
$894.89
$1,183.03

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

61534
61535
61536
61537
61538
61539
61540
61541
61542
61543
61544
61545
61546
61548
61550
61552
61556
61557
61558
61559
61563
61564
61566
61567
61570
61571
61575
61576
61580
61581
61582
61583
61584
61585
61586
61590
61591
61592
61595
61596

L'}

- -
-

-

bt I

Procedure Code Description

EXSN CEREBRAL CORTICAL SCAR
CRANIECTOMY FOR REMOVAL OF E
CRANIOTOMY; EXCISION-CEREBRA
CRAINOTOMY W/ELEVATION OF BONE FLA
TEMPORAL LOBECTOMY

LOBECTOMY, OTHER THAN TEMPOR
CRAINIOTOMY W/ELEVATION OF BONE
CRANIECTOMY FOR TRANSECTION
HEMISPHERECTOMY

CRANIECTOMY FOR PARTIAL OR S
COAGULATION, CHOROID PLEXUS
CRANIECTOMY FOR EXCISION OF
HYPOPHYSECTOMY
HYPOPHYSECTOMY

CRANIECTOMY

CRANIECTOMY

CRANIOTOMY FOR CRANIOSYNOSTO
CRANIOTOMY FOR CRANIO-SYNOST
EXTENSIVE CRANIECTOMY NOT RE
EXTENSIVE CRANIECTOMY RECOUN
EXCISION INTRA & EXTRACRANIE
EXCISION INTRA & EXTRACRANIE
CRANIOTOMY W/ELEVATION OF BONE FLA
CRAINOTOMY W/ELEVATION OF BONE FLA
EXCISION, FOREIGN BODY, BRAI
CRANIECTOMY W/TREATMENT OF P
TRANSORAL APPROACH TO SKULL
TRANSORAL APP TO SKULL BASE
CRANIOFACIAL APPROACH TO ANT
EXTRADURAL,INCLUDING LATERAL
EXTRADURAL CRANIOFACIAL APPR
INTRADURAL CRANIOFACIAL APPR
ORBITOCRANIAL APPROACH CRANI
WITH ORBITAL EXENTERATION
BICORONAL-OSTEOTOMY APPROACH
INFRATEMPORAL PRE-AURICULAR
INFRATEMPORAL POST-AURICULAR
ORBITOCRANIAL ZYGOMATIC APPR
TRANSTEMPORAL APPROACH CRANI
TRANSCOCHLEAR APPROACH POSTE

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,270.87

$730.48
$2,101.64
$1,449.04
$1,602.93
$1,901.81
$1,746.38
$1,698.04
$1,831.20
$1,740.22
$1,511.06
$2,569.60
$1,857.71
$1,295.86

$709.75
$1,045.99
$1,254.98
$1,335.10
$1,387.24
$1,931.16
$1,584.87
$1,967.40
$1,752.98
$2,017.08
$1,426.35
$1,556.30
$2,035.59
$2,927.33
$1,802.16
$2,052.77
$1,902.19
$2,181.82
$2,061.26
$2,237.69
$1,509.74
$2,445.25
$2,557.29
$2,345.64
$1,772.41
$2,083.44

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

61597
61598
61600
61601
61605
61606
61607
61608
61609
61610
61611
61612
61613
61615
61616
61618
61619
61623
61624
61626
61680
61682
61684
61686
61690
61692
61697
61698
61700
61702
61703
61705
61708
61710
61711
61720
61735
61750
61751
61760

L'}

- -
-

-

bt I

Procedure Code Description

TRANSCONDYLAR(FAR LATERAL) A
TRANSPETROSAL APPROACH TO PO
RESECTION NEOPLASTIC LESION
RESECT NEOPLASTIC LESION CRA
RESECT NEOPLASTIC LESION INF
RESECT NEOPLASTIC LESION INF
RESECT NEOPLASTIC LESION PAR
RESECT NEOPLASTIC LESION PAR
TRANSECTION CAROTID ARTERY |
TRANSECTION CAROTID ARTERY |
TRANSECTION CAROTID ARTERY P
TRANSECTION CAROTID ARTERY P
OBLITERATION CAROTID ANEURYS
RESECT NEOPLASTIC LESION CRA
RESECT NEOPLASTIC LESION CRA
SECONDARY REPAIR FOR CSF LEA
SECONDARY REPAIR CSF LEAK BY
ENDOVASCULAR TEMP. BALLOON ARTERI
TRANSCATHETER OCCLUSION/EMBO
TRANSCATHETER OCCLUSION NON-
INTERCRANIAL ARTERIOVENOUS M
INTRACRANIAL ANTERIOVENOUS S
INTRACRANIAL ARTERIOVENOUS M
INTRACRANIAL ARTERIOVENOUS M
INTRACRANIAL ARTERIOVENOUS M
INTRACRANIAL ARTERIOVENOUS M
SURGERY OF INTRACRANIAL ANEURYSM
SURGERY OF INTRACRANIAL ANEURYSM
INTRA-CRANIAL ANEURYSM SURGE
INTRA-CRANIAL ANEURYSM SURGE
SURGERY INTRA-CRANIAL ANEURY
ANEURYSM SURGERY

SURGERY ANEURYSM BY INTRACRA
SURG ANEURYSM BY INTRA-ARTER
ANASTOMOSIS CRBRL/CORTICL AR
STEREOTAXIC LESION
STEREOTAXIC LESION

SURGERY OF ANEURYSM VASCULAR
STEREOTACTIC BX, ASPIRATE OR
STEREOTACTIC IMPLANT OF DEPT

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$2,229.48
$1,978.40
$1,483.71
$1,674.45
$1,728.30
$2,288.85
$2,142.87
$2,491.22

$563.10
$1,607.80

$393.55
$1,541.31
$2,395.62
$1,927.30
$2,580.12
$1,043.03
$1,260.13

$484.78

$992.67

$807.73
$1,824.21
$3,595.53
$2,325.03
$3,777.77
$1,739.55
$3,029.90
$2,947.95
$2,829.43
$2,945.53
$2,824.96
$1,063.43
$2,083.33
$1,856.05
$1,597.21
$2,127.49
$1,028.60
$1,234.13
$1,089.72
$1,060.97
$1,310.97

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

61770
61790
61791
61793
61795
61850
61860
61863
61864
61867
61868
61870
61875
61880
61885
61886
61888
6191
6192
6199
620
62000
62005
62010
62100
6211
62115
62116
62117
6212
62120
62121
62140
62141
62142
62143
62145
62146
62147
62148

L'}

- -
-

-

bt I

Procedure Code Description

STEREOTACTIC LOCALIZATION AN
STEREOTAXIC LESION

CREATION LESION STEREOTACTIC
STEREOTACTIC FOCUSED PROTON
STEREOTACTIC COMPUTER ASSIST
TWIST DRILL OR BURR HOLES FO
ECTOMY/OTOMY IMPLANT NEUROST
TWIST DRILL OR BURR HOLES
EACH ADDITIONAL ARRAY

TWIST DRILL OR BURR HOLES
EACH ADDITIONAL ARRAY

IMPLANT NEUROSTIMULATOR ELEC
IMPLANT NEUROSTIMULATOR ELEC
REVISION/REMOVAL INTERCRANIE
INSERTION OR REPLACEMENT OF
PLACEMENT OF CRANIAL NEUROST
REVISION/REMOVAL CRANIAL NEU
PERCUT TUNICA ASPIRATION
EXCISION TUNICA LES NEC
SCROTUM & TUNICA OP NEC
INCISION OF TESTES

REPAIR, SKULL FRACTURES
REPAIR, SKULL FRACTURES
REPAIR, SKULL FRACTURES
REPAIR, DURAL/CSF LEAK

PERCUT TESTICULAR BIOPSY
REDUCTION CRANIOMEGALIC SKUL
REDUCTION CRANIOMGEALIC SKUL
REDUCTION CRANIOMEGALIC SKUL
OPEN BIOPSY OF TESTIS

REPAIR, ENCEPHALOCELE
CRANIOTOMY W/REPAIR OF ENCEP
CRANIOPLASTY

CRANIOPLASTY

REMOVAL BONE FLAP OR PROSTHE
REPLACE OF BONE FLAP OR PROS
CRANIOPLASTY

CRANIOPLASTY WITH AUTOGRAFT
CRANIOPLASTY WITH AUTOGRAFT
INCISION/RETRIEVAL SUBCUTANEOUS

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$1,285.33
$653.09
$892.10
$1,051.13
$231.10
$755.73
$1,241.79
$865.33
$249.77
$1,327.94
$426.10
$898.35
$830.89
$424.37
$377.14
$520.76
$330.54
$0.00
$0.00
$0.00
$0.00
$671.38
$933.85
$1,178.74
$1,329.63
$0.00
$1,227.82
$1,402.60
$1,479.21
$0.00
$1,397.13
$1,268.78
$822.39
$916.05
$668.66
$807.88
$1,136.67
$985.69
$1,172.34
$102.28

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2Z222Z2Z<K2Z222zZ222zZ2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

62160
62161
62162
62163
62164
62165
62180
6219
62190
62192
62194
622
62200
62201
62220
62223
62225
62230
62252
62256
62258
62263
62264
62268
62269
62270
62272
62273
62280
62281
62282
62284
62287
62290
62291
62292
62294
623
62310
62311

L'}

- -
-

-

bt I

Procedure Code Description

NEUROENDOSCOPY, INTRACRANIAL PLAC
NEUROENDOSCOPY, INTRACRANIAL W/
NEUROENDOSCOPY, INTRACRANIAL W/
NEUROENDOSCOPY INTRACRANIAL W/
NEUROENDOSCOPY, INTRACRANIAL W/
NEUROENDOSCOPY INTRACRANIAL W/
VENTRICULOCISTERNOSTOMY
TESTES DX PROCEDURE NEC
SUBDURAL SHUNT

SUBDURAL SHUNT

IRRIGATION, SUBDURAL CATHETE
TESTICULAR LES DESTRUCT
VENTRICULOCISTERNOSTOMY
VENTRICULOCISTERNOSTOMY, 3RD
VENTRICULAR SHUNT

VENTRICULAR SHUNT

IRRIGATN VENTRICULAR CATHETE
REVISION, OBSTRUCTED VALVE
REPROGRAMMING OF CSF

SHUNT REMOVAL

SHUNT REMOVAL

LYSIS OF EPIDURAL ADHESIONS

LYSIS OF EPIDURAL ADHESIONS; 1 DAY
PERCUTANEOUS ASPIRATION, SPI
BIOPSY OF SPINAL CORD, PERCU
SPINAL PUNCTURE, LUMBAR DIAG
SPINAL PUNCTURE THERAPEUTIC
INJECTION, BLOOD/CLOT PATCH
INJECTION NEUROLYTIC SUBSTAN

NJ NEUROLYTIC SUBSTANCE EPID
INJECTION NEUROLYTIC SUBSTAN
MYELOGRAPHY INJECTION PROC
ASPIRATION, PERCUTANEOUS, AN
DISCOGRAPHY INJECTION PROC
DISCOGRAPHY INJECTION PROC
CHEMONEUCLEOLYSIS

ARTERIAL INJECTION PROCEDURE
UNILATERAL ORCHIECTOMY

EPIDURAL OR SUBARACHNOID INJECTION
EPIDURAL OR SUBARACHNOID INJECTION

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005

Allowed
Amount

$149.00
$1,059.82
$1,345.93
$850.21
$1,462.10
$1,157.94
$1,270.01
$0.00
$695.41
$758.94
$264.57
$0.00
$1,114.98
$903.81
$798.77
$793.05
$350.64
$630.28
$74.55
$440.70
$868.53
$398.76
$516.69
$266.40
$265.25
$176.48
$162.60
$131.79
$222.92
$247.25
$270.33
$239.86
$469.73
$299.20
$313.89
$471.20
$684.78
$0.00
$193.26
$196.41

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

2 2222222222222 22222Z2222Z2222Z2222Z2222Z2222Z2222Z222Z2

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
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Idaho Medicaid
Fee Schedule

Procedure
Code

62318
62319
62350
62351
62355
62360
62361
62362
62365
62367
62368
624
6241
6242
625
6261
6269
627
6291
6292
6299
63001
63003
63005
6301
63011
63012
63015
63016
63017
63020
63030
63035
63040
63042
63043
63044
63045
63046
63047

L'}

- -
-

-

bt I

Procedure Code Description

EPIDURAL OR SUBARACHNOID INJECTION
EPIDURAL OR SUBARACHNOID INJECTION

IMPLANTATION CATHETER,RESERV
IMPLANTATION CATHETER,RESERV
REMOVAL IMPLANTED INTRATHECA
IMPLANT/REPLACE DEVICE FOR D
IMPLANT/REPLACE DEVICE,DRUG
IMPLANT/REPLACE DEVICE,DRUG
REMOVAL SUBCUTANEOUS RESERVO
ELECTRONIC ANALYSIS IMPLANTE
ELECTRONIC ANALYSIS IMPLANTE
BILATERAL ORCHIECTOMY
REMOVE BOTH TESTES

REMOVE SOLITARY TESTIS
ORCHIOPEXY

SUTURE TESTICULAR LACER
TESTICULAR REPAIR NEC

INSERT TESTICULAR PROSTH
ASPIRATION OF TESTES

INJECTION INTO TESTES
TESTICULAR OPERATION NEC
LAMINECTOMY

LAMINECTOMY

LAMINECTOMY

SPERMATIC CORD/VAS BIOPS
LAMINECTOMY W/EXPLOR/DELOMPR
LAMINECTOMY W/E PLOR AND/OR
LAMINECTOMY

LAMINECTOMY

LAMINECTOMY

LAMINOTOMY

LAMINOTOMY

LAMINOTOMY

LAMINOTOMY

LAMINOTOMY

LAMINOTOMY

LAMINOTOMY
LAMINECTOMY,INCLUDING UNILAT
LAMINECTOMY, THORACIC
LAMINECTOMY INCLUDING UNILAT

For Informational Purposes Only!

Price
Effective
Date

07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
11/01/1989
07/01/2005
07/01/2005
07/01/2005
11/01/1989
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
07/01/2005
01/01/2001
07/01/2005
07/01/2005
07/01/2005
07/01/2005

Allowed
Amount

$202.08
$190.50
$384.21
$620.93
$304.54
$179.39
$325.49
$403.35
$337.53
$38.94
$63.37
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$0.00
$1,011.24
$1,023.90
$964.95
$0.00
$921.79
$945.92
$1,219.36
$1,209.21
$1,023.89
$960.74
$800.42
$179.09
$1,181.42
$1,114.02
$0.00
$247.73
$1,056.51
$1,019.14
$951.30

Technical
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
45.0%
45.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

Professional
Component

0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
55.0%
55.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

PA
Indicator

b4

XK KKK LKLKLKLKKLKLKKKLKKKKZKLKKZ22Z22Z222222222222222222

Current as of December 2005

HC
Referral
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Referral Required
Ref